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one child has epilepsy... 
even her companions might not know —if 
her seizures are controlled with medication 


‘...nowadays our approach should be, as far as possible, to protect 
the patient with sufficient medicine and allow him to live as much 
as possible the life of a normal child.”! Under proper medical care, 
epileptic children may—and should— participate in the general phys- 
ical activities of their normal playmates.” 


for clinically proved results in control of seizures 


SODIUM KAPSEALS® outstanding performance 
in grand mal and psychomotor seizures:;“In 
the last 15 years new anticonvulsant agents 


have come into clinical use but they have 
not bienass diphenylh ydantoin | [DILANTIN] as the most effective single agent 
for a variety of reasons.”? DILANTIN Sodium (diphenylhydantoin sodium, 
Pare Diets) is available in several forms including Kapseals of 0.03 Gm. 
and of 0.1 Gm., in bottles of 100 and 1,000. 


other members of THE PARKE-DAVIS FAMILY OF ANTICONVULSANTS 


for grand mal and psychomotor seizures: PHELANTIN® Kapseals (Dilantin 
100 mg., phenobarbital 30 mg., desoxyephedrine hydrochloride 2.5 mg.), 
bottles of 100+ for the petit mal triad: MILONTIN® Kapseals, (phensuximide, 
Parke-Davis) 0.5 Gm., bottles of 100 and 1,000; Suspension, 250 mg. per 
4 ec., 16-ounce bottles. CELONTIN® Kapseals (methsuximide, Parke-Davis) 
0.3 Gm., bottles of 100. 

Literature supplying details of dosage and administration available on request. 


Bibliography: (1) Scott, J. S., & Kellaway, PB: M. Clin. North America 42:415 (March) 1958. 
(2) Ganoug, L. D., in Green, J. R., & Steelman, H. F: Epileptic Seizures, Baltimore, Williams & 
Wilkins Company, 1956, pp. 98-102. (3) Bray, R F:: Pediatrics 23:151, 1959. 26460 


PARKE-DAVIS PARKE, DAVIS & COMPANY. Detroit 32, Michigan 
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Editoria 


Clinical Sense 
The Use of the Five Senses 


After a winter of almost God-like rela- 
ionship with patients successfully managed 
or influenza, pneumonia, bleeding peptic 
cer, gall-bladder disease, nephritis, broken 
vones and what have you, the physician 
‘comes to the summer months needing a va- 
‘ation but also needing to take stock of him- 
self and his place in the scheme of things. 
“or him to do this in a pleasant and almost 
painless way, the Journal presents below 
‘iberal extracts from the Lettsomian Lec- 
‘ures delivered at the Medical Society of 
London by Richard Asher, M.D., F. R.C. P. 
m February 9-16, 1959. The editors of the 
British Medical Journal graciously granted 
their permission to reprint this article which 
was first published Saturday, April 2, 1960. 


“Clinical knowledge depends upon three 
processes—observing, recording, and think- 
ing. Each embodies a different use of the 
word sense. Observing requires a sense of 
perception—that is, skilled use of the senses; 
recording depends on the use of words 
in their correct sense—that is, the art of 
making sense; and thinking (which includes 
the processes of consideration, rumination, 
and deliberation) requires the use of a third 
kind of sense—the opposite of nonsense—a 
sense of wisdom. These three kinds of sense 
—perceptual sense, word sense, and common 
sense, growing from that one word, form a 
tripod which supports the whole structure 
of clinical medicine. In other words the art 
of medicine depends on the stimuli that en- 
ter the mind of the physician (or that struc- 
ture corresponding to it in the surgeon), the 
processes that go on in that mind, and the 
resulting material produced by it. 
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“The stimuli enter by the five senses of 
perception. The recording and transmission 
of those stimuli largely depends on the use 
of words, which, according to their suitabil- 
ity and their arrangement, have a far great- 
er influence on medical progress than is gen- 
erally recognized. After which the processes 
going on in the mind, deliberations, rejec- 
tions and ponderings, depend on sense: sense 
of perspective, sense of reality, sense of 
logic, plain sense, common sense, and even 
horse sense. Is sense of humour a necessity? 
No, it is not essential; but, like a catalyst, it 
facilitates and enhances the process; like a 
flavouring agent, without being essential, it 
gives taste to an otherwise unassimilable 
bolus of knowledge. Like the use of catalysts 
or flavouring agents the use of humour must 
be restricted, or it will interfere with what 
it should enhance. 


The Suppressive Faculty 


“ . . . . When the experienced clinician 
takes a history from a loquacious patient, 
the many irrelevancies are unconsciously 
dismissed, like the meaningless squiggles in 
the picture. This suppressive faculty, by 
producing selective deafness, selective blind- 
ness and other sense rejections, can easily 
suppress significant or relevant things. The 
patient with attacks of acute abdominal pain 
may not be heard while she is describing 
the chronic rheumatism in her legs, but that 
very symptom can be the most important 
clue to the origin of her abdominal pains, 
because her “rheumatism” consists of acute 
lancinating pains like red-hot needles being 
jabbed into her. When her lightning pains 
are appreciated, it is easy to diagnose the 
abdominal pains as the gastric crises of 
tabes dorsalis. That is not an imaginary 
case. Two laparotomy scars witness to its 
truth. 
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“ .... Thus clinical acumen does not 
vary with acuteness of the senses, though 
such acuteness is an advantage. The med- 
ical student who misses an aortic diastolic 
murmur almost certainly has better hear- 
ing than the consultant who teaches him to 
recognize it. Clinical acumen largely de- 
pends on the unconscious selection and re- 
jection of sensory stimuli. In the plainer 
words of Polynesia, the parrot who belonged 
to that legendary clinician Dr. Doolittle, it 
depends upon being a good noticer. 


The Gift of “Noticing” 


“Two special kinds of noticing occur in 
the highest form of geniuses and in pioneers. 
The ability to notice the significance of what 
seems to be irrelevant, and the ability to de- 
tect what is common to several groups of 
data. An example of the first faculty is Sir 
Alexander Fleming’s enlightened scrutiny 
of the penicillin mould which polluted one 
of his culture plates. Trivialities like that 
might fall on a million sense-organs before 
they blossomed into interpretation. 


“A special word for this faculty—seren- 
dipity, was coined by Horace Walpole in 
1754 and defined as ‘the faculty of making 
happy and unexpected discoveries by acci- 
dent’; but luck alone is not enough. You 
need to be a good noticer. Jane Austen 
wrote in Emma: ‘Depend upon it, a lucky 
guess is never merely luck, there is always 
some talent in it.’ 


“To illustrate serendipity I show the x-ray 
film of a workman’s shoulder, taken after 
he injured it at work. As you see, it shows 
no bony injury. Look again and see if you 
notice anything wrong. 


“A little corner of lung is showing, and 
the late Dr. Whitehead, being fortunately 
serendipous, noticed it was abnormal and 
ordered a full size x-ray film of the lungs. 
This remarkable appearance was then re- 
vealed. This chance discovery (or rather 
chance wedded to perspicacity) led to the 
discovery of the pneumoconiosis caused by 
tin oxide dust, now known as “stannosis.” 
Other workers at the same factory as this 
man had extensive changes, too, but be- 
cause the condition produced no symptoms 
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it remained unknown until this shoulder 
injury brought it to light. This gift of 
seeing the gold that glitters among the 
dross may depend upon negative observa- 
tions; it includes what you do not see as well 
as what you do see, and what you do not 
hear as well as what you hear. 


““ “May I call your attention to the singular 
incident of the dog in the night time,’ said 
Sherlock Holmes. ‘But the dog did nothing 
in the night time,’ said Dr. Watson. ‘That,’ 
said Holmes, ‘is the singular incident.’ 


“ ... The second faculty of seeing what 
is common to apparently dissimilar patterns 
is of incalculable value, not only in clinical 
medicine, but also in passing the eleven-plus 
examination, where a familiar type of ques- 
tion is: ‘Which of these have something in 
common,’ followed by a diagram or a series 
of figures. 


“The first stage in an important clinical 
discovery is often the observation that a 
series of puzzling cases, though differing 
in many ways, possess one factor common 
to all. The commonest cause of infantile 
blindness to-day is retrolental fibroplasia, 
and till a few years ago its incidence was 
steadily rising. It was noticed that it oc- 
curred far more in children born prema- 
turely : that was a factor, but not the highest 
common factor. The highest common factor 
was that not only were all the blind children 
premature, but they had all been given oxy- 
gen. The detection of this common factor 
has protected hundreds of children from 
blindness. 


“Here is another puzzling epidemic solved 
by ‘noticing’ (Kinnear, 1948) a most un- 
usual common factor. In 1947 there was an 
epidemic of bullous erythema in Dundee. 
All the cases were women, and all the lesions 
were situated in a band across the back of 
both calves in exactly the same place. There 
were no marks on the stockings, so chemical 
burns were excluded. At the height of the 
epidemié one particularly observant patient 
noticed that her attacks of blistering of the 
calf always came on a few hours after trav- 
elling on a particular tram route; she also 
recognized many other people affected by 
the epidemic as fellow travelers on this 
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route. A careful inspection of all the trams 
was made, and it was found that one tram 
was responsible for the entire outbreak. In 
this vehicle there was a longitudinal groove 
in the slat of wood which held the seats in 
place. In this groove there was a thriving 
colony of bed bugs, just where the women’s 
calves touched the wood when they sat down. 
It was clear that these bugs had reversed 
their normal mode of life, lying hidden at 
night when the tram was in the garage, and 
by day sitting in a row, feeding from the 
bounteous and constantly changing supply 
of calves presented to them. The tram was 
disinfested, the groove planed out, and the 
epidemic ended abruptly. 
Sight 

“ . ,.. Without doubt sight takes first 
place. The number of clinical data that can 
be seen is far greater than is available to 
the other senses. We see colour, shape, 
movement, position, expression, and a hun- 
dred-and-one indefinables. I will mention 
a few of each, starting with the colour of 
the face: the plum colour of the polycythae- 
mia; the ruby colour of the alcoholic; the 
yellow colour of pernicious anaemia; and 
the cyanosis of congenital heart disease with 
arteriovenou hunt or that produced by in- 
experienced anaesthetists. I think Keats 
must have seen anaesthetic cyanosis when 
he wrote the lines: ‘With beaded bubbles 
winking at the brim and purple stained 
mouth.’ We also recognize different colours 
in the urina: (a) the yellow of normal urine, 
(b) the rose colour of anthocyanuria, (c) the 
iridecent pink of eosinuria, (d) the opales- 
cent pink of haematuria, and (e) the green- 
ish-blue colour of the urine when a patient 
is taking de Witt’s kidney and bladder pills, 
which contain methylene blue. 


“We distinguish shapes, too—the shape 
of the hands in acromegaly, the hands of 
arachnodactyly, and the deformed head of 
hydrocephalus.* 


“  ... While talking about the value of 
posture in diagnosis, I wish to describe the 
characteristic posture which occurs in a 
dreadful disease of which I have only re- 
cently become aware. It is an old disease 


‘During the lecture a series of lantern slides showed the 
various colours and shapes mentioned in the text. 
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which most physicians have encountered, 
but, until Dr. Russell Barton pointed out to 
me the characteristic posture and told me his 
views about its causes and treatment, I had 
observed it without being properly aware 
of its significance. Can you recognize it? 
It is institutional neurosis—that syndrome 
of submissiveness, isolation, loss of individ- 
uality, automaton-like rigidity, and loss of 
all initiative which occurs in people who 
have been in institutions for a long while. 
If it occurs in a mental hospital it is often 
believed to be an end-result of mental illness. 
This is not so. This dreadful thing is caused 
by institutional life and nothing more. It is 
not confined to mental hospitals, but is found 
all over the world in orphanages, prisons, 
convents, homes for displaced persons, pris- 
oner-of-war camps, and the chronic wards 
of municipal hospitals. 


“Because this disease has a characteristic 
posture, I include it in the use of sight in 
diagnosis. If I say more about it than other 
diseases with characteristic postures, it is 
because I believe it is less well-recognized 
than the other illnesses I have mentioned. 


“People afflicted by this man-made disease 
have no resentment at what has been done 
to them; indeed, when the disease has got 
its grip on them they often resent efforts 
made to cure it. They are not interested in 
the future; they have developed a resigned 
acceptance that everything will go on as it 
is: inevitably, unchangingly, and indefinite- 
ly. 


“Characteristically, the hands are held 
across the body or tucked behind an apron, 
the shoulders are drooped, and the head is 
held forward. Entries in the notes, if any 
are kept, give further confirmation of the 
diagnosis thus: ‘Dull, apathetic, and childish’ 
... ‘Mute, dirty, and withdrawn’; or alter- 
natively, ‘Has settled down well’ or ‘Is co- 
operative, and gives no trouble.’ 


“The causes of this illness are: (1) lack 
of contact with the outside world; (2) en- 
forced idleness; (3) lack of personal pos- 
sessions; (4) regimentation by nursing 
staff; (5) drab, colourless institution at- 
mosphere; (6) absence of prospects outside 
the institution; (7) excessive sedation. 


“Though mostly afflicting those who lack 
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initiative and energy the illness is not a 
primary condition. It can be prevented and 
it can be cured,. but this needs unflagging 
energy and strength of purpose in those 
concerned. 


Hearing 
“|... Hearing is next in importance. I 
only consider the use of the naked ear un- 


aided by instruments. 


“The most important sound heard by a 
clinician is the voice of his patient. With 
myxoedema, the quality of the voice may be 
more diagnostic than the history related by 
that voice; it is low and thick and slow, with 
a croaking fumbling quality that is unmis- 
takable. 


“The speech may be clinically diagnostic 
in cleft-palate, diphtheritic palatal palsy, 
and myasthenia gravis; the myasthenic voice 
shows weakness and increasing nasal intona- 
tion as speech tires the palatal muscles. The 
immediate change after an injection of neos- 
tigmine is one of the most dramatic sound- 
changes in medicine. Slurred speech, classic- 
ally described in G.P.I., is rarely diagnostic, 
because it may be caused by drunkenness, a 
sore tongue, or only slovenly articulation. 
A distressingly slurred, spastic speech, pain- 
fully crawling from one word to another, 
may be heard in disseminated sclerosis. 

“A cough may be as revealing as the 
voice: the short painful cough of lobar pneu- 
monia; the unique cough of pertussis—a di- 
minuendo trail of little coughs with an 
apnoeic climax followed by the unmistak- 
able, unforgettable whoop; and, commonest 
of all, the familiar sound of chronic bron- 
chitis. 


“cc 


... Everybody knows that noises from 
the abdomen are often audible outside, but, 
except for the borborygmi of carcinoid tu- 
mor, their importance is social rather than 
clinical. It is the absence of borborygmi 
rather than their presence which is signifi- 
cant, and a belly which is silent even to the 
inquiring stethoscope is likely to contain 
paralysed intestines. The most startling 
noise that ever comes from the abdomen is 
the cry of an unborn child. Numerous cases 
are reported when everybody in the obstetric 
theatre has distinctly heard the cry of the 
intrauterine child. The sound is usually 
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short and muffled, but Livy reported that 


«an infant of the Marrucini, while yet un- 


born, cried out in a loud voice from his 
mother’s womb: ‘Io triumphe,’ which rough- 
ly translated means ‘whoopee.’ This case is 
not so well attested as the earlier examples 
to which I referred. 


“Noises from joints are often and easily 
heard, so they should be mentioned here, but 
they have very little clinical value. A joint 
is capable of producing a great deal of noise 
with little disability. Another joint may be 
extremely painful on movement and yet pro- 
duce no sound. All the same, I believe noisy 
joints are more commonly diseased than si- 
lent ones are, and a noisy joint is more 
likely to be the site of osteo-arthritis than 
rheumatoid arthritis. The sound made by 
moving a Charcot joint is supposed to re- 
semble that of crunching snow;; it is the feel 
of this noise rather than the sound of it 
which is characteristic, just as the sound 
produced by walking on crunching snow is 
felt through the boots as well as heard in 
the ears. 


“As percussion of the chest involves un- 
aided hearing, it deserves to be considered 
here. There is no doubt that stony dullness 
is a reliable indication of the presence of 
fluid: careful percussion of the chest may 
reveal fluid better than the chest x-ray film 
does. When there is little radiological evi- 
dence of fluid, but the percussion note is 
stony-dull in one place, then it is well worth 
aspirating for fluid there. Though percus- 
sion is considered with the use of hearing 
there is as much justification for inserting 
it in the section on the use of touch. In 
stony dullness the sign can be felt as much 
in the finger as it can be heard with the ear, 
and more in the finger that is struck than 
in the striking finger. 


“T have difficulty in judging other grades 
of dullness. If I find that the right chest 
gives a less resonant note than the left, I 
would, if the history suggested right-sided 
pneumonia, consider there was an impaired 
percussion note on the right; whereas if the 
history suggested a left-sided pneumothorax 
I would accept that the left side was hyper- 
resonant. Percussion gives me information 
about the relative resonances of the two sides 
rather than absolute information about one 
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spot. I am aware that when one side is 
duller to percussion than the other I am 
sometimes only observing that the pitch of 
the note is higher and that both sides give 
an equally loud and equally resonant note. 
I doubt whether many clinicians can dis- 
tinguish alterations in pitch, tone, and vol- 
ume; and even if they could be trained to do 
so I do not think great benefit would accrue, 
because, except for stony dullness, there is so 
little constant relation between the change in 
percussion note and the disease beneath. On 
the vexed question of percussion of the 
heart, I was taught that if I ever found an 
area of cardiac dullness when percussing a 
heart then there was a pericardial effusion. 
I think that was sound teaching. 


Touch 


“Touch is equal in value to hearing, and 
here I include all sensations detectable by 
the clinician’s exploring hand. First, tem- 
perature. Although it is better to use a 
clinical thermometer than to place an old- 
fashioned hand on a fevered brow, quite 
often a clinician feeling the chest for ex- 
pansion or palpating an abdomen for ten- 
derness is struck by the abnormal warmth. 
The temperature may have been normal 
when the chart was filled in, and feeling the 
hot skin may convey an important change in 
temperature which might otherwise have 
been missed. The extra warmth of a bone 
affected by Paget’s disease is also of diag- 
nostic help. The feel of the skin in certain 
rare conditions can be diagnostic. In Cush- 
ing’s syndrome the superficial layers of the 
skin can be pinched up separately, giving a 
sensation as if picking a thin fold of oilskin 
between the fingers. A grosser degree of 
skin levitation is both felt and seen in the 
rare familial Ehlers-Danlos syndrome. 


“cc 


.... I am interested in which part of 
the hand is most sensitive to thrills. I have 
conducted trials with many students and 
found it remarkably constant. In every one 
I have tested it has been sited as the junc- 
tion of finger and palm, mostly on the pal- 
mar aspect of the metacarpal heads. Try 
moving your hand over a faint thrill and 
you will find that is where you will feel it 
most easily. 


“With grosser thrills there is no need for 
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finesse, and any part of the body can feel it. 
In one unusual case I first noticed a thrill 
in my right knee. I was interviewing a 
chronic schizophrenic who had just told me 
that the B.B.C. were continuously transmit- 
ting radio vibrations throughout her body. 
As I approached her my knee touched the 
end of her bed, and I immediately felt the 
most intense vibration coming from her 
right leg, which was touching the bed-rail. 
She had multiple arteriovenous communi- 
cations as a result of an accidental shot-gun 
wound several years previously. Her views 
about the B.B.C. were both inaccurate and 
coincidental. 


“eé 


.... The most valuable of manual sen- 
sibilities is that obtained by palpation when 
feeling for swellings, an entirely different 
thing from palpation for vibrations, though 
called by the same name. Here we are using 
a combination of touch, sense of position, 
deep pressure, and joint sense. We do not 
perceive a constant sensation, but a change. 
We cannot palpate except with movement. 
The movements required, whether for pal- 
pating axillary glands or for the detection 


of splenomegaly, are highly skilled and de- 
veloped only by experience and instruction. 
They are not amenable to description in the 
lecture room; so I do not discuss the art of 
palpation except to say two things about 
palpation of the abdomen. 


“First, the convention of leaving the geni- 
talia covered by bedclothes is kind to the 
patient but unhelpful to the clinician. The 
angle of the palpating hand is distorted by 
the heaped bedclothes. There is no elbow- 
room. The difference if all the bedclothes 
are pushed right back (leaving only a sheet 
if necessary) is remarkable. 

“The second thing is that in a warm bed 
patients relax much better than on an out- 
patient couch. I have noticed several times 
when I have admitted someone from the out- 
patient department that a few hours later 
I can feel much more than before, and find 
lumps which I had previously missed. 


Taste 
.... 1 remember about 10 years ago a 
baby had ascrites of such milkly whiteness 
that some of the wondering doctors thought 
it was milk which had leaked from a breach 
in the alimentary tract. Others believed it 
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was chylous ascites secondary to blocking 
of the thoracic duct. Dr. John Humphrey, 
our biochemist, was called in to settle the 
problem. He looked thoughtfully at a speci- 
men of the fluid for a few seconds, and then 
gravely took a generous sip. Without hesi- 
tation he shook his head and said: “That is 
not milk.’ That is the only time I recollect 
the faculty of taste being of clinical use. 
But Matthew Dobson (who, we know, was a 
member of this Society) wrote these words 
in 1776: 

““‘Haperiment V.—After evaporating two 
quarts of urine to dryness by gentle heat, 
there remained a white cake, which was 
granulated and broke easily between the 
fingers. It smelled like brown sugar, neith- 
er could it from the taste be distinguished 
from sugar.’ 

“That is the first time sugar was dem- 
onstrated in the urine of a diabetic, and 
provides a vivid example of the use of taste 
and smell in clinical science. 


Smell 

“The range of olfactory stimuli is large, 
but the information they convey is rela- 
tively small. Alcoholic breath is easily rec- 
ognized, but may be misleading in uncon- 
scious patients because it is often the asso- 
ciated head injury and not the alcohol which 
causes the stupor. Acetone in the breath in 
diabetic coma and in children who have 
been vomiting is easily detected by those 
who have the gift. I am not able to smell it 
at all, and yet if somebody is taking off nail 
polish with acetone two rooms away, I am 
in no doubt about it. There is no doubt some 
people can smell something in diabetic coma. 
Two months ago a child operated on for 
suspected appendicitis vomited over the an- 
aesthetist, who commented on the strong 
smell of acetone, and so revealed that dia- 
betic pre-coma was the cause of the abdom- 
inal pain. 

“Sir Eric Riches told me he does not be- 
lieve that uraemia can be recognized by the 
smell of the breath, but the smell of urine 
inseparable from prostatic cases perpetuates 
the belief. I am convinced that this is true, 
for a continent patient dying of Bright’s 
disease may have a grossly elevated blood 
urea with no uraemic smell about him. Has 
any scientific work identified the substances 
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excreted in the breath of diabetics to estab- 


* jish which, if any, can be smelt. Is the ace- 


tone-like smell of diabetic breath due to ace- 
tone or some other volatile ester? Is the 
ability to smell this substance transmitted 
genetically like the abilities of ‘tasters’ and 
‘non-tasters’ which are clearly distinguished 
by the use of phenylthiocarbamide? If the 
breath from patients with diabetic coma is 
bubbled through a liquid, will that liquid 
give a positive Rothera test? I am bothered 
that so little is known about these matters 
which might be settled experimentally, when 
other things of less moment are thoroughly 
investigated: for instance, it is well estab- 
lished that the urine of patients with the 
Lawrence-Moon-Biedl syndrome not only 
has a melanophore-expanding action on 
frogs, but produces in the minnow (Phoxinus 
laevis) a reddish discoloration around the 
bases of the fins. 


The sickly faecal smell of melaena is diag- 
nostic, but rarely of importance; the same 
applies to the pungent smell of paraldehyde 
in the breath. It is alleged that there is a 
mouse-like odour in typhus fever, but I have 
not enough experience to know if this is so. 
It seems likely to me that as typhus thrives 
among dirt and poverty mice are likely to 
thrive in the same place, and so the smell of 
mice may be due to mice making a smell. 


“It is a common delusion among paranoid 
psychotics that a fearful odour emanates 
from their bodies. A foundryman attended 
my out-patient department complaining that 
a month previously a new and rare chemical 
was tried in the smelting process experi- 
mentally and that it had contaminated his 
blood so the fumes were still coming out all 
over his body. As I sat listening to him, 
tactfully angling for evidence of other de- 
lusions, the students behind me began to 
sniff restlessly, and I was uncomfortably 
conscious of an unpleasant, garlic-like smell 
which grew so strong the window had to be 
opened. His story was true in every par- 
ticular. The chemical to which he had been 
exposed was tellurium, rarely used in the 
steel industry because of this distressing 
complication. If a minute amount of tel- 
lurium is absorbed, the body continues to 
excrete the noxious gas dimethyl] telluride 
for many weeks afterwards. 
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Scientific Articles » 


_ Essentially, theory, principles, methods, variables, 
_. and the action nature of the approach all remain 
_ the same, whether we be emphasizing primarily 
_ the research investigative aspects, therapeutic 
aspects or the preventive applications, of child 





analysis. Each supplements and nurtures the 
other, often all of these being pursued, with 
varying emphasis, by one and the same person. 


Research, Therapy and Prevention 


in Child Analysis* 


A CHILD PSYCHOANALYST can be 
asked flattering questions at times. For ex- 
ample, “What is there about psychoanalysis 
and its methodology that has made possible 
such real insight into the child’s personality? 
In terms of the scientific literature, why is 
it primarily the psychoanalytic group that 
has been able to move in and dominate the 
field of child development?” These ques- 
tions are based on a premise of accomplish- 
ment that is pleasing to the ear of anyone 
associated with psychoanalysis. Since I have 
had little to do with the achievements they 
suggest, I can answer such questions with- 
out risk of immodesty. 


Psychoanalysis ordinarily refers to both 
psychoanalytic theory and psychoanalytic 
therapy. The theory consists of more or less 
integrated genetic, dynamic and structural 
hypotheses, and it is against this background 
that child psychoanalytic therapy has de- 
veloped. Erikson,' in an attempt to define 


*Presented to the Oklahoma Psychiatric Society, September 
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the characteristics of child psychoanalytic 
therapy, outlined certain essentials of child 
psychoanalysis. Regardless of its combina- 
tion with other educational, environmental 
or therapeutic methods, child phychoanalysis 
consists of: 1—systematic investigation of 
still unconscious or unverbalized pathogenic 
associations between facts, fantasies and af- 
fect; 2—investigation of defense mechan- 
isms developed in attempting to deal with 
the associations, and systematic interpreta- 
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tion of these defense mechanisms to the pa- 
tient; 3—continued observation of the pa- 
tient until he has achieved both ego mastery 
sufficient to cope with his next maturational 
crisis and capacity to use his potential. 


The child analyst’s work is supported by 
a system of hypotheses, even though the 
hypotheses may be incomplete and the sys- 
tem not conclusive. Each analytic case he 
conducts is a research project testing theory. 
This is the child analyst’s principal type of 
research—the kind with which he is most 
familiar. The hypotheses provide him with 
a frame of reference for clinical investiga- 
tion. He may be obliged to start with con- 
cepts not always valid, but he can proceed 
knowing that he has check points for posi- 
tive or negative evaluation. 


The body of theory underlying child psy- 
choanalysis gradually has grown and modi- 
fied; it has become more thoroughly vali- 
dated and integrated. Much of the theory 
derives from work with adults and psy- 
chotics and subsequently is tested in the 
sphere of child therapy and observation. In 
general, its mainstays have been the theory 
of instincts and the psychosexual develop- 
ment of the child, ego psychology and object 
relations, anxiety and mechanisms of de- 
fense, constitutional endowment, and en- 
vironmental interplay (parents, acts of fate, 
and other pertinent factors). 


Obviously, certain dynamic hypotheses 
are difficult to test by statistical means and 
must be recognized as the fruit of clinical 
impressions. However, as clinical experi- 
ence has accumulated, more and more of the 
simpler hypotheses concerning child develop- 
ment and preventive psychiatry have been 
substantiated. Other hypotheses have un- 
dergone changes of emphasis in relation to 
the total body of knowledge. Even in a rela- 
tively short period of time, considerable 
change has occurred in the extent to which 
some of the above factors have been taken 
into account in child psychoanalytic therapy. 
Part of this change is a function of shifting 
emphasis in analytic teaching. I had oc- 
casion personally to experience this change. 
Ten years after I treated a six year old 
child, I treated his six year old sibling. In 
the earlier case I regarded the father and 
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mother primarily as_ incidental figures 
necessary for the playing out of a stereo- 
typed Oedipus complex. In the second case 
I placed greater emphasis on the detailed 
interplay between parent and child charac- 
ter structure in order to understand what 
had been taking place during the child’s 
first six years. 


The child analyst’s daily work is in the 
area of personality interaction and he can 
scrutinize carefully transference and count- 
ertransference reactions and their effect on 
a patient’s productions. This puts him in 
an advantageous position in the area of ac- 
tion research, which appears to be a most 
fruitful approach to studies of child develop- 
ment. As Ernst Kris* pointed out a few 
years ago, “pure” research may be applied 
to the study of growth and maturation in 
the absence of conflict involvement, but it 
does not adapt to situations where conflict 
does exist. We must accumulate our data 
from life and endeavor to assess the innum- 
erable variables encountered, including our 
own presence and influence. Here the child 
analyst is very much at home. 


A vast body of information is being 
gathered together from longitudinal and 
cross-sectional observations of children, total 
family situations, day care centers, residen- 
tial nurseries and institutions. The data in 
some studies derive from special circum- 
stances, such as studies during wartime, 
studies on orphaned and hospitalized chil- 
dren, and studies of children in penal insti- 
tutions. Most child analysts work also with 
adults; therefore backward and forward re- 
construction and direct observations may be 
integrated from a single person’s experi- 
ence. This is an invaluable asset in over- 
coming the barriers to shared experience 
that result from subspecialization. 


These, then, appear to be the principal 
factors contributing to the current surge 
of activity in analytic research in child de- 
velopment. Another motivating factor de- 
serves mention: therapeutic ardor some- 
times has its repercussions in the improper 
appraisal of one’s observations and experi- 
ence. Child analysis, however, by the above- 
mentioned definition blends together almost 
inseparably the goals of investigation and 
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application. Therapeutic applications (the 
diagnosis and meaning of certain disorders; 
yrognosis; the most favorable therapeutic 
ipproach with parent and child, team or 
single therapist) are closely rooted in the- 
ry. For example, Dr. Richard Silberstein* 
‘eferred to the “pervoid” or “pervision- 
ike” nature of enuresis in children, as a di- 
‘ect instinctual expression. Further explora- 
ion will augment both our theoretical know]l- 
dge and our therapeutic approach to those 
lisorders of children in which direct grati- 
ication of the instinctual component of the 
ymptomatology is so prominent. 


As parents have grown to recognize the 
enefits of child analysis, more of them have 
ought these benefits for children of an 
arly age. This has brought closely together 
he field of developmental theory and the 
ield of applied prevention, a development 
robably as important as any in the recent 
iistory of child analysis. Freud,‘ as early 
is 1918, alluded to the improbability of pro- 
‘iding analytic treatment for the large num- 
ver of persons requiring help. The need is 
normous. It cannot be fulfilled by ‘‘direct 
suggestion” or “hypnotic influence,” but it 
may be met partially by prevention through 
applied analysis. 


Applied psychoanalysis is most useful 
with the child who is reacting primarily to 
direct external stresses and who has a mini- 
mum of internalized conflicts. This may be 
illustrated graphically and analogously with 
an open ended U-tube. One side of the U- 
tube represents child behavior, the other side 
the environmental atmosphere. The addi- 
tion of liquid to one side of the U-tube causes 
a direct response of change in the level of 
liquid on the other side. This corresponds 
roughly with the situations in which direct 
interaction occurs between the environment 
and the young child. A great change, how- 
ever, takes place approximately when the 
child reaches the age of six. As the superego 
develops, conflict between drives and con- 
trols is internalized to a considerable degree. 
The corresponding change in the illustra- 
tion would be the insertion of a cork par- 
tially or completely obstructing the tube at 
its base. Shifting the level of the liquid on 
one side of the U-tube now no longer direct- 
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ly alters the level on the other side. Internal- 
ized conflicts no longer can be manipulated 
easily or modified simply by altering the 
child’s external circumstances. A _ recogni- 
tion of this fact is, in itself, an application 
of child psychoanalytic theory. 


If we assume that the broad goal of a 
program of preventive child mental health 
is to enable the child to adapt gradually to 
the social and cultural milieu with a minimal 
impingement on or restriction of his in- 
stinctual expressiveness or creativity,’ any 
approach to such a goal must consider a 
number of variable factors. Some of the fac- 
tors have been described by Margaret Fries? ; 
(a) the child’s congenital activity type, (b) 
his physical status, (c) his mental capacity, 
(d) his age, (e) the type of life experiences 
the child undergoes, (f) the particular ef- 
fect desired as a result of these experiences, 
and (g) the attitudes of the adults toward 
the child. Obviously, practical application 
cannot utilize a stereotyped or rigid ap- 
proach but must be tailored individually to 
suit the variable factors involved. One ma- 
jor problem in teaching applications to either 
the student or the pediatrician is the lack 
of any simple generalizations that can be 
set down and applied and taught and used 
effectively. 


Consider a simple example: the generally 
accepted concept that weaning should be a 
gradual process beginning near the end of 
the first year. We must take into account 
the child’s congenital activity type. Varia- 
tions in the intensity of oral drives appear 
to make a great difference. Whether the 
child is small and puny or healthy and ro- 
bust has to be considered. Has the child re- 
cently undergone a severe illness or surgical 
procedure? Have his parents been separat- 
ed from him for one reason or another? Has 
a new sibling just made his appearance? 
Certainly these would all be considerations. 
What are the adult’s conscious attitudes to- 
ward the child; and, even more significant, 
what are the adult’s unconscious attitudes? 
The pediatrician is confronted by an over- 
whelming host of variables. Can he influ- 
ence or modify the child’s development dur- 
ing this one period merely through transi- 
tory verbal contact with the parent? The 
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example I’ve used is a relatively uncompli- 
cated application of psychoanalysis. How 
much more complicated is the application 
when it is transmitted through the conscious 
and unconscious attitudes of the future pedi- 
atrician whom we attempt to orient in the 
ways of applied psychoanalysis! 


The application of psychoanalytic prin- 
ciples to aid the development of the child 
must be distinguished from the spontaneous 
and intuitive attitudes of sensitive and un- 
derstanding parents who may never have 
heard of the Oedipus complex. Such parents 
provide an optimal situation that we are 
forever trying to approximate. We have 
acquired a body of knowledge that we wish 
to activate, to integrate smoothly, and to 
utilize in the daily interchange between par- 
ent and child. But, there is the danger of 
proveking parents into making “wild anal- 
yses” of their own. Unfortunately, even peo- 
ple who have had a fair amount of profes- 
sional exposure to psychoanalysis may err 
in this respect. As one woman put it, “This 
psychoanalysis is great stuff. I read it one 
day and apply it the next.’”’ The application 
may be more a form of misapplication, such 
as repeated interpretations (usually incor- 
rect ones) to the child of his every action. 
“You’re picking on sister but its only be- 
cause you’re really jealous of mother’s sleep- 
ing with me.” Or even worse, “You want 
and insist on going swimming every single 
day only because it makes you feel like a 
little baby in mother’s belly.” For effective 
application of theory there must be a 
thorough marriage of intellect and feeling. 
Otherwise, the child is divested of all de- 
fenses and feels either like a goldfish in a 
bowl, or thoroughly confused. 


On the other hand, the persons who con- 
tribute to the management of the develop- 
ing child (i.e., the pediatrician, nurse, teach- 
er, chaplain, social worker, psychiatrist, psy- 
chologist, and of course parent) will be bet- 
ter equipped if they are familiar with the 
common denominators in child development. 
This area is infinite in its scope, but in par- 
ticular the following must be understood: 


(a) the child’s instinctual development 
and the foci of autoerotic activity and in- 
terest at various stages; 
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(b) the timing and nature of the child’s 


« ego responses to varying situations as he 


develops—for example, his fear of desertion 
around the latter part of the first year, his 
fear of loss of love during the second and 
third years, and his fear of mutilation in the 
latter part of the third, fourth and fifth 
years; 


(c) the vicissitudes of the child’s object 
relationships; 


(d) the child’s capacity for experiencing 
anxiety in various forms, usually recog- 
nizable as a defense against anxiety—for ex- 
ample, clowning, ego restriction, denial, and 
counterphobic attitudes; 


(e) the conscious and unconscious atti- 
tudes of the parent and how these may in- 
fluence the developing child; 


(f) the effect of fateful circumstances 
(death, divorce, seductions, illness, etc.), 
and the variable significance of such cir- 
cumstances depending upon the particular 
state of the child’s development—for ex- 
ample, hospitalization and surgery for a 
child of eight months, compared with the 
same experiences of a child of five years. 


At any given point, a state of equilibrium 
exists between the various forces operating 
within a young child’s personality and those 
operating in his environment. A change in 
the direction, quality or intensity of any 
force is bound to produce a shift in the equi- 
librium. If the change is gradual, there is 
opportunity for compensatory psychological 
readjustment and mastery. If the change is 
too abrupt, the child is ill prepared to cope 
with it and to utilize it advantageously. A 
case in point derives from problems of deal- 
ing with the ego during the early months 
and years of life when it is subjected to 
threat of desertion and loss of love. As 
Doctor Gerald Pearson’ has observed, par- 
ents are reassured to know that a child can 
cry for periods of five to ten minutes with- 
out being traumatized provided the child is 
comforted during that period of time. In 
this way the child’s ego can be subjected to 
minimal frustration without being over- 
whelmed. This concept of ego management 
is of value to parents coping with the early 
sleep disturbances and separation anxieties 
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that occur during the second half of the 
child’s first year, and again when he is 
eighteen months old. Progressively longer 
periods of separation, gradually increasing 
up to ten minutes of separation at a time, 
combined with comfort and reassurance, 
will help children, as well as their parents, 
through this period. Gradual moderate 
change offers an opportunity for adjust- 
ment and ego strengthening. 


Discussion of applications of analytic 
theory to child development reveal two di- 
vergent opinions of the part played by the 
parents’ unconscious. One view disregards 
it completely. The limitations of this atti- 
tude can be illustrated from my own per- 
sonal experience at a time when, unfortun- 
ately, I was guilty of this error. A ten year 
old child complained to me that his mother 
never let him rest unless he was practicing 
the piano to become a concert pianist. If 
he read the comic books, his mother told 
him he should be practicing. If he loafed 
and listened to the radio, his mother said he 
should be practicing. If he went out to play 
ball, his mother warned him that he would 
hurt his fingers. When I saw his mother, 
I discussed with her the child’s needs and 
the effect of her behavior upon him. I felt 
that my words had some effect, for she as- 
sured me she would never again mention 
piano practice to her son. When the boy 
revisited me, he offered the same complaint, 
so I asked him to elaborate. He explained, 
tearfully, “The nagging has stopped, but 
whenever I do anything but play the piano 
she goes into the other room and sits there 
crying, crying, crying!’ This is an example 
of how intellectually accepted advice may 
be distorted in order to achieve the aims of 
the unconscious. 


The opposite view holds the parents’ un- 
conscious in such awe that it completely dis- 
regards other determinants of the parents’ 
behavior. When parental attitudes operate 
contrary to the theoretically optimal orien- 
tation, it is argued that no amount of con- 
scious reeducation will be effective. 


Obviously, we must consider the total re- 
sources of the parent. Instead of dividing 
the attitudes of the parent into strict cate- 
gories of black and white, we should en- 
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deavor, in preventive applications, to cap- 
italize on the intervening areas of grey. We 
have to consider, for example, ambivalent 
attitudes, the strength of the ego, plain ig- 
norance, the influence of authoritative fig- 
ures and the current trends of the neighbor- 
hood. Through positive transference, iden- 
tification with the physician, education, and 
support by the doctor, parent and child may 
be assisted during a critical period in the 
child’s development. Subsequently, parents 
may be able to take over and maintain a 
perfectly satisfactory relationship. Parents 
frequently do a better job with their second 
and third children than they do with their 
first. Many factors are involved, but one 
factor may be simply that of accumulated 
experience and increased confidence. Some 
parents may be helped with their first child 
in this area through the medium of ego sup- 
port from a truly well-oriented pediatrician. 
Such help would constitute a non-specific 
application of psychoanalytic knowledge. 


There are other specific instances in which 
theoretical knowledge and preventive meas- 
ures may be integrated, such as the develop- 
mental problems of temper tantrums, of 
prolonged soiling and of stuttering in the 
two year old. We can understand the dy- 
namic situation operating at the time of 
toilet training: the child’s ambivalence, his 
fear of loss of love, his trading of anal in- 
stinctual gratification for the continued 
love of the parent. 


We can apply these same principles in 
helping the parent deal with the temper 
tantrum so common at this period and 
usually of similar dynamics. The temper 
tantrum is often a consequence of the child’s 
inability to resolve a conflict between his 
wishes and those of his mother. If he grati- 
fies his own personal wishes, he fears the 
loss of his mother’s love; conversely, if he 
complies with her wishes, he must renounce 
his immediate personal desires. In view of 
this, it is profitable to look for inconsisten- 
cies on the part of the mother that serve to 
accentuate the child’s conflict by robbing 
him of a dependable externa! standa”d and 
by stimulating, repeatedly, his instinctual 
drive. Also, it is important to know if the 
parent is confronting the child with de- 
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mands too abruptly and too numerously, 
thus activating repeatedly the child’s con- 
flict situation.. From these considerations 
may come a resolution of the tantrum prob- 
lem. After the mother has set firm limits 
for the child and has given genuine indica- 
tions to him of her continued love, he is 
better able to tolerate the non-fulfillment of 
his personal wishes. 


Stuttering cases often make their appear- 
ance at the time of toilet training. In some 
cases, where the approach to training has 
been overly severe or inconsistent, the stut- 
tering appears to be a displacement upward 
to the speech function of the training con- 
flicts. A child can be given symptomatic 
relief very early by interrupting tempor- 
arily his training program and by supple- 
menting his regime with some kind of oral 
gratification. Then, one can clarify with 
the parents the problems deriving from their 
approach to the child’s toilet training and 
support them when the training is resumed. 


A few children continue to soil and wet, 
day and night, for excessively long periods 
of time. This can reach a point of crisis in 
the mother-child relationship. The child 
seems to be going from bad to worse. Again, 
the situation may be helped if the mother, 
with outside support, desists completely for 
some months from all training activity. 
During this rest period her difficulties can 
be studied and a revised approach to train- 
ing prepared. In three or four months, the 
child, given the opportunity, may actively 
take over his own training with very little 
help from his mother. 


The child of four to six years of age who 
is very excitable, restless and “itchy” may 
be the victim of over-stimulation. His in- 
creased tension may have no outlet other 
than increased motor activity or excessive 
masturbation. Excessive stimulation may 
come from those around him in the form of 
sexual seductions, exciting sleeping arrange- 
ments, excessive immodesty, tickling bouts, 
etc. Discussion with and support by a 
trained person may carry the child through 
this period with a minimum of difficulty. 
Such situations, in their nascency are much 
more readily dealt with than their conse- 
quences. 
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The changing trend in education (par- 
ticularly with respect to discipline), and its 
reflection in our social communities, has 
been held responsible for the changing 
character of psychiatric practice. Neurotic 
symptomatology has given way to a pre- 
ponderance of character disorders. Some 
communities regard as deprivation the set- 
ting of realistic limits for a young child. A 
premium is placed upon “spoiling” him. 
This is seen in one father’s report of his 
experience with his six year old child. He 
took his son to the park to fly a kite. First, 
the child dragged his kite carelessly on the 
ground and it was caught under a passing 
bicycle and broken. Next, the father di- 
rected the child’s sister to provide her kite 
for the boy, and it too was soon broken. 
Grumbling, but not to be discouraged, the 
father went three city blocks to buy still 
another kite. By this time the wind had 
subsided and the kite could not be flown. 
On the way home the boy innocently asked 
his father, “Don’t you think two kites is 
enough for one day, Dad?” The father had 
felt that under no circumstances should his 
child experience frustration or disappoint- 
ment. (After all, the cost of 100 kites meant 
little to him.) His attitude reflected, in 
part, the climate in which he lived, which 
advocated a minimum of frustration and a 
maximum of indulgence as the formula for 
good mental health. The presenting com- 
plaint was that the child was immature for 
his age and excessively dependent. 


Methods of dealing with a child’s loss of 
a pet provide further opportunity for ap- 
plied psychoanalysis. In certain communi- 
ties, when a family pet dies, the parent 
rushes out to replace the pet before sun- 
down, presumably so the child will not ex- 
perience unnecessary suffering. Actually, 
a better procedure would be one that al- 
lowed the child to work through a period of 
mourning and adjustment to the loss before 
replacing the pet. Such an experience would 
provide the child with the opportunity for 
strengthening his ego and thus prepare him 
for future losses that are inevitable. 


In some communities the standard pro- 
cedure for initiating the treatment of any 
physical illness is a cleansing enema. Many 
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parents, if properly dealt with, are capable 
of modifying this regime to the advantage 
of the child, even though the modification 
remains within the limits of their own 
neuroses ! 


There is a regrettable tendency to regard 
developmental forces in more or less ab- 
solute terms. It is more helpful to think of 
them in terms of relative values. For ex- 
ample, consider the first born child raised 
by uncertain, overconcerned, overprotective 
and overindulgent parents. When he is ex- 
pected to awake, they wait by his bedside 
to pick him up at the first stirring, lest he 
cry and feel deserted or unloved. Their at- 
titude probably is a distortion of some kind 
of analytic teaching. In spite of their con- 
tinued protectiveness, the child reaches an 
age when certain minimal but inevitable 
frustrations come his way: the requirement 
that he exercise control over his bowel func- 
tions, or the need to adjust to a newborn 
sibling. When confronted with these rou- 
tine crises, he may appear to be over- 
whelmed. He has neither the ego strength 
nor the experience with frustration to cope 
with them. His response cannot be evalu- 
ated properly if done solely in terms of the 
current demands on him. The current de- 
mands must be considered in relation to the 
minimal demands that have preceded them. 
Yet, repeatedly, such situations are viewed 
only on a cross-sectional level; there is a 
tendency to disregard as irrelevant the 
child’s prior life experience, since it has 
been so brief. Stress that is insignificant 
and minimal in absolute terms may be over- 
whelming in relative terms, and no fixed 
formula of preventive measures is available, 
nor would it be appropriate. 


The pediatrician, probably more than any 
other trained person, sees in large numbers 
of children the earliest manifestations of 
future problems. He has the first oppor- 
tunity to evaluate early difficulties prop- 
erly and professionally. He must under- 
stand what use can be made of applying 
analytic principles, but he must also be able 
to differentiate the cases in which it is in- 
dicated from those in which its application 
would no longer be effective. To disregard 
these limitations of applied psychoanalysis 
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can result only in frustration and confusion 
for both the pediatrician and the parent. 


Consider the child living with a person 
who suffers from severe neurotic disturb- 
ances. Because of his illness, this person 
persistently will sabotage or prevent any 
attempt to modify the child’s situation. Ob- 
viously, specialized attention is indicated in 
such a case. Another instance is the child 
who already has internalized his conflicts. 
Pathogenic and distorted associations have 
been repressed and now influence the child’s 
behavior in spite of environmental modifi- 
cations. He requires either psychotherapy 
or psychoanalysis. 


Among the unlimited areas in which the 
pediatrician can contribute toward a favor- 
able total result is the realm of medical and 
surgical procedures. This subject deserves 
fuller consideration than I can give it at 
this time, but I will note one lesson that 
child analysts have learned. A child has 
distorted fantasies of the reasons for hos- 
pitalization and for medical and surgical 
procedures. If these distorted conceptions 
are uncorrected, they are repressed and en- 
capsulated in the unconscious. They con- 
tinue to exert an influence upon the child’s 
responses to life situations. The child’s be- 
havior will be inappropriate (proportionate 
to the degree of distortion of the original 
fantasies) for the rest of his life. These un- 
toward effects can be minimized if the child 
is given a realistic explanation of the medi- 
cal and surgical procedures before they are 
performed and if the child is listened to 
afterwards and his misconceptions are cor- 
rected. 


A dramatic case, recently seen on the chil- 
dren’s ward of Hahnemann Hospital (Phila- 
delphia) illustrated several points. A little 
girl of four months came to the hospital 
from a foundling home for a severe tracheo- 
bronchitis with labored respiration. Soon 
after admission a tracheotomy had to be per- 
formed. After the tracheobronchitis cleared, 
and even after subsequent x-ray films 
showed nothing in the lungs, obstruction 
of the tracheotomy tube continued to 
cause the child to gasp, choke and turn 
blue. Doctor F. Robert Holter, a child 
phychiatrist at Hahnemann, became _in- 
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terested and worked with little Diane. 
He observed that she would go through 
the gradual cycle of waking from her 
sleep and stirring, but at the _ point 
where a normal child might utter a cry or 
a few sounds and move her arms and legs 
about, Diane could not. Handicapped by the 
tracheotomy tube, she could not cry nor- 
mally; her arms had been partially restrict- 
ed, lest she remove her tracheotomy tube 
when alone. It seemed that she would start 
to rattle and gasp, evidently as a result of 
beginning secretion. The nurse, hearing 
these noises, would immediately institute 
suction. The child would become more dis- 
turbed and more frightened. Still unable to 
cry adequately, the child would produce 
more secretion, whereupon the nurse would 
apply more suction. The question arose 
whether this child’s increased secretory ac- 
tivity and edema were a true psychosomatic 
phenomenon, a displacement and expres- 
sion of her inability to cry and discharge 
affect as well as motor tension. On the basis 
of this hypothesis, as the child was coming 
out of sleep and moving into the tension 
stage with wet and noisy respiration, she 
was held, comforted and played with. The 
child gradually breathed more easily and 
the need for suction was eliminated. Fol- 
lowing this regime, it was possible at times 
to obstruct the tracheotomy tube for periods 
as long as five or six minutes while holding 
the child. 


However, this story has another lesson: 
the same nurses and attending personnel 
who had previously dealt with Diane in 
an impersonal and dutiful way now, follow- 
ing the lead of the child psychiatrist, began 
to take an active interest in the child. They 
played with her much more. They allowed 
her much more motor release. They fre- 
quently held Diane and tried to facilitate 
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her recovery along the lines suggested by 
us. When Diane had to be transferred to 
another hospital, the head nurse continued 
to pay her regular visits, taking pleasure in 
her progress. She even chided the psychia- 
trists for not having visited Diane, who had 
now become something more than just an- 
other patient. Whereas unconscious factors 
certainly existed in the individuals attend- 
ing the child, there was sufficient potential 
for modification, given the necessary infor- 
mation, the opportunity and encouragement, 
supplemented by a positive transference to 
the person instituting the modifications. 


In summary, we see that research investi- 
gation, therapy and preventive application 
in child psychoanalysis are made of the same 
stuff. They are pursued with varying em- 
phasis by one and the same person. The 
theory, principles, methods, variables, ac- 
tion nature of the approach, all are appli- 
cable in each of these three areas. Each 
supplements and nurtures the other. As a 
result of this unusual and fortuitous com- 
bination of circumstances, the entire field 
is in an active state of growth. 
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Pernicious Anemia in American Indians 


Report of Six Cases 


PerrNIcIous ANEMIA is characteristic- 
ally a disease of the temperate climate af- 
fecting chiefly the white race. It is also 
said to be more common in persons with 
blue eyes whose hair has turned premature- 
ly gray. These patients commonly have a 
wide jaw angle and are of a large and bulky 
frame. Friedlander! reviewed the racial in- 
cidence of this disease in 1934 and showed 
it to be rare in Negroes and comparatively 
rare in the dark-skinned white groups, ex- 
amples of which are Italians and Greeks. 
It is rather uncommon in Jews, very rare 
in Orientals and only a few cases have been 
described in the Asiatic Indian by Taylor 
and Chippara.” DasGupta*® reported three 
cases in Asiatic Indians in 1945. Persons 
of Oriental descent are somewhat affected 
although quite uncommonly. 


A review of the literature of the past 10 
years, including the older textbooks of hem- 
atology, was not revealing of any specific 
cases of pernicious anemia in full blood 
American Indians. The first three of the 
following cases were under the author’s 
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James Edward Hampton, M.D., graduated 
from the University of Tennessee Medical School 
in 1954. He is now completing his third year 
residency in internal medicine at the City of 
Memphis Hospitals, Memphis. Tennessee. One 
and a half years of his residency was served at 
the University Hospitals in Oklahoma City. 


At the time work was done on this paper, the 
author was fulfilling his military obligation with 
the Division of Indian Health, Department of 
Health, Education and Welfare. 


care during a two year service in a 70-bed 
U. S. Public Health Service Indian Hospital 
at Claremore, Oklahoma, from 1957 to 1959. 
This hospital provides general medical and 
surgical services and has a regular out- 
patient clinical load of approximately 10- 
11,000 patient visits per year. The last 
three cases were collected from other hos- 
pitals over the State of Oklahoma. 


Case Report 


CASE NO. 1, R.G. #15970, 62 year old 
male of Tulsa, Oklahoma. This patient is a 
full blood Choctaw Indian. An investigation 
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of Indian blood quanta among the grand- 
parents confirms the fact that he is a full 
blood Indian. 


This patient was admitted to the PHS 
Indian Hospital at Claremore on March 31, 
1958, and discharged 16 day later. A pre- 
vious diagnosis of pernicious anemia had 
been made at another Indian Hospital in 
1956, but no bone marrow examination or 
biopsies were done. The chief complaints 
were paresthesia in the hands and feet for 
two months and anorexia. There was no 
difficulty in walking in the dark and no 
bleeding tendency. In 1948 there was the 
insidious onset of weakness, but a physician 
was not consulted in regard to this until 
1952. Two blood transfusions were given 
at that time and the patient was told to take 
liver shots three times per week. The pa- 
tient continued these for several months and 
then discontinued them of his own volition. 
Weakness recurred one year later and an- 
other physician was consulted and liver in- 
jections resumed. Two months prior to ad- 
mission he was hospitalized elsewhere and 
given 1,000 mls of blood. There was no 
history of soreness of the tongue, weight 
loss, enlarged lymph nodes or difficulty in 
walking. The patient stated that he had 
been taking proprietary vitamins regularly. 
The family history was non-contributory. 


On physical examination the blood pres- 
sure was 92 systolic and 70 diastolic (mms. 
of mercury), apical pulse 60/min. The pa- 
tient appeared pale and chronically ill. The 
fundi were negative. Many teeth were miss- 
ing and the tongue appeared somewhat 
smooth but showed no unusual redness. The 
liver edge descended 2-3 cms. below the 
right costal margin on inspiration. The 
spleen was not felt. There was good vibra- 
tory sense in the lower extremities and the 
rest of the physical examination was within 
normal limits. 


Laboratory: Urinalysis: normal. Chest 
x-ray showed an old fibrotic process in the 
right lung of unknown etiology. Stool ex- 
amination was negative for blood and para- 
sites. Hemoglobin was 6 gms.%; hemato- 
crit 23; red blood count 1.9 million per cubic 
mm. MCV 120 cubic microns; MCH 31 mi- 
cromicrograms; MCHC 23%. There was no 


504 


free gastric acid after the injection of his- 
tamine. The white blood cell count and dif- 
ferential were normal. The peripheral blood 
smear showed anisocytosis and poikilocy- 
tosis of the red blood cells, and these gen- 
erally appeared somewhat large. The re- 
ticulocyte count on admission was 0.3%. An 
hepatic vitamin B-12 uptake study was done 
on this patient by the Veterans Administra- 
tion Hospital in Oklahoma City, Oklahoma, 
with the result of 1.41% (normal value be- 
ing 4.7-15%). Bone marrow examination 
was not done. 


The patient was next given 50 micro- 
grams of vitamin B-12 daily over a period 
of two weeks and hemoglobin rose to 10.5 
gms.%. Three days after the start of vita- 
min B-12 the hemoglobin had risen to 7.5 
gms.% with a red blood count of 2.2 million 
per cubic mm., and 5 days after the start 
of vitamin B-12 the hemoglobin was 8 
gms.%, with a reticulocyte count of 7%. 
Ten days after the start of vitamin B-12, 
the hemoglobin was 10.5 gms.%, the reticu- 
locyte count 7.0%. The patient has been 
followed in the out-patient department re- 
ceiving monthly injections of vitamin B-12. 
The last clinic visit was 13 months after 
his discharge. His hemoglobin was recorded 
at 14.5 gms.% at that time, and the patient 
was clinically asymptomatic. It is note- 
worthy that there were no signs of subacute 
combined degeneration in this patient. 


CASE NO. 2, O.T. #11690, a full blood 
Creek Indian. Patient’s investigation of his 
family tree confirmed his complete Indian 
descent. 


This 66 year old Indian of Sapulpa, Okla- 
homa, was hospitalized at the PHS Indian 
Hospital at Claremore in January 1958, 
with eczema of the lower extremities. Hem- 
oglobin was 11 gms.%; stool examination 
was negative for occult and gross blood at 
that time. 


Physical examination at that time was 
unremarkable except for eczema of the low- 
er extremities. He returned to the hospital 
again five months later on June 27, 1958, 
with dyspnea of three weeks duration, stat- 
ing that he could walk only ten or fifteen 
steps before stopping for breath. There was 
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a sensation of syncope on assuming the erect 
position. Orthopnea, pain, and paresthesia 
were denied. There were no complaints of 
nocturnal dyspnea or soreness of the tongue. 
Dietary history showed the patient to have 
no meat in his diet, and he was noted to be 
a bachelor who lived by himself. Only soft 
foods were consumed since the patient has 
been edentulous for several years. 


Physical examination: The patient ap- 
peared pale and had a lemon-yellow colored 
skin. Blood pressure was 170 systolic and 
90 diastolic (mms. of mercury). The fundi 
showed a central opacity in the right lens, 
totally occluding the pupil. The left fundus 
showed three flame shaped hemorrhages 
with several small white exudates. The 
tongue was very smooth. Vibratory sensa- 
tion was present in the lower extremities. 
[he physical and neurological examination 
was otherwise within normal limits. There 
was no family history of any anemia. 


Chest x-ray was compatible with slight 
generalized pulmonary emphysema. There 
was also slight prominence of the left ven- 
tricle. An upper gastrointestinal series was 
done on July 15, 1958, and was essentially 
normal. 


Laboratory: Hemoglobin 4.5 gms.%. Red 
blood count 720,000 per cubic mm.; hema- 
tocrit 10%. MCV 138 cubic microns, MCH 
56 micromicrograms, and MCHC 40.5%. 
White blood count 3,500 per cubic mm. with 
56% neutrophils, 43% lymphocytes, and 
1% eosinophils. The reticulocyte count was 
1%. The peripheral blood smear showed the 
usual findings of pernicious anemia and red 
cells appeared somewhat macrocytic. Urin- 
alysis: normal. There was no free gastric 
acid after histamine stimulation. Serologic 
tests for syphilis was negative. Stool exam- 
ination was slightly positive for occult blood. 
Serum iron was 200 micrograms per cent 
by the Teders method. (Normal value, 56- 
183 micrograms per cent.) 


Because of the dietary history compatible 
with iron deficiency anemia, the patient was 
placed on ferrous sulfate 0.3 gram, three 
times a day between meals, but after ten 
days the hemoglobin had not changed ap- 
preciably. On July 3, 1958, a right iliac 
crest bone marrow aspiration was done and 
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this was reviewed by the University of 
Oklahoma Hematology Laboratory. The im- 
pression was: megaloblastic bone marrow 
with megaloblastic series representing 58% 
of the total cells seen. 


Approximately two weeks after admis- 
sion the patient was placed on vitamin B-12, 
30 micrograms per day intramuscularly 
with a gratifying rise of hemoglobin to 8.6 
gms.% within six days and a reticulocyte 
count of 5.5%. The hemoglobin continued 
to rise until at was 10.5 gms.% one month 
after the institution of vitamin B-12 therapy. 


Hemoglobin one month after discharge 
was reported at 12.5 gms.% with 4.3 million 
red blood cells per cubic mm., hematocrit 
44. An hepatic vitamin B-12 uptake study 
was done in August 1958, at the Veterans 
Administration Hospital in Oklahoma City, 
Oklahoma, with the results being 0.28%. 
(Normal value 4.7-15%.) He was last seen 
in the out-patient department nine months 
after discharge. Hemoglobin at that time 
was 16.0 gms.% and he was asymptomatic. 


CASE NO. 3, E.P. #17838, this 46 year 
old full blood Potawatomi Indian of Kansas 
was first admitted to the PHS Indian Hos- 
pital at Claremore on March 12, 1959. A 
rather extensive review of the family tree 
confirmed her total Indian descent. Chief 
complaint was weakness, dizziness, and 
headaches for two and a half months. She 
gave a history of being anemic in 1951 and 
of having received liver shots from a local 
physician every other week for two years; 
she was asymptomatic during that period. 
There was amenorrhea from July to Decem- 
ber of 1958, and she had noticed a hard 
mass in her lower abdomen for the previous 
eight months. The hair was noted to prema- 
turely turn gray at age 27. There was no his- 
tory of any soreness of the tongue or diffi- 
culty in walking, but she had had some de- 
crease in memory for the last two years. 
The patient’s mother died of anemia at about 
the time of the menopause, but no definite di- 
agnosis was made so far as the family 
knows. There was no history of any bleed- 
ing tendency and the rest of the history 
was non-contributory. 


Physical examination: Blood pressure 
118 systolic, 78 diastolic (mm. of mercury). 
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Radial pulse 98/min. The patient was pale 
and approximately one-half the hair was 
gray. The pupils and fundi were normal. 
There was a Grade 1 to Grade 2 systolic 
murmur heard over the entire precordium. 
The tip of the spleen was felt on inspiration. 
There was a large mass extending from the 
pelvis to two centimeters above the umbili- 
cus which felt quite firm, round, and smooth. 
The cervix was thin, dilated 214 to 3 cms. 
and had a hard white firm tumor present- 
ing at the cervical os; there was no active 
uterine bleeding. 


Rectal examination was negative and the 
stool was noted to be brown in color. There 
was a trace of edema of the legs; position 
and vibratory sense in the lower extremities 
was normal. There was some slight atrophy 
of the papillae of the tongue but the rest 
of the physical and neurological examination 
was within normal limits. 

Laboratory: Hemoglobin 5.6 gms.% ; red 
blood count 1.9 million per cubic mm.; hem- 
atocrit 19; MCV 95 cubic microns; MCH 
28 micromicrograms; MCHC 29%. Serum 
iron was 200 micrograms%. (Normal value 
56-183.) Icterus Index and urinalysis were 
normal. Reticulocyte count on admission 
was 0.8%. There was no free gastric hydro- 
chloric acid after histamine stimulation. 
Cephalin flocculation was 3 plus at 24 hours 
and 4 plus at 48 hours with a normal serum 
bilirubin and alkaline phosphatase. Several 
stool examinations were negative for occult 
blood. An upper gastrointestinal series 
showed no abnormalities of the esophagus, 
stomach or duodenum. Sternal bone mar- 
row examination was done on March 26, 
1959, and reviewed by the Hematology De- 
partment of the University Hospitals, Okla- 
homa City, Oklahoma; it was agreed that 
this was a megaloblastic bone marrow and 
that the diagnosis of pernicious anemia was 
very likely. Eight days after admission, the 
patient was started on vitamin B-12, 30 mi- 
crograms intramuscularly daily with the 
rise of hemoglobin to 10 gms.% in 16 days. 
There was a corresponding rise of the re- 
ticulocyte count, the greatest rise being 
around the eighth or ninth day after ther- 
apy was begun. On April 13, 1959, the 
hemoglobin began to drop somewhat because 
of heavy menstrual bleeding, but several 
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days after giving ferrous sulfate 0.3 grams 
twice a day between meals, the hemoglobin 
rose to 10.5 gms.%. On April 23, 1959, a 
rather huge uterine leiomyomata was re- 
moved from the left broad ligament and a 
total abdominal hysterectomy was done. The 
postoperative course was normal and hemo- 
globin at the time of discharge was 10.5 
mgs.“% with a reticulocyte count of 1.4%. 
She was discharged on 60 micrograms of 
vitamin B-12 intramuscularly every four 
weeks. 


CASE NO. 4, R.C., was admitted to the 
PHS Indian Hospital at Tahlequah, Okla- 
homa, February 11, 1958. This patient was 
a full blood Cherokee male of Stilwell, Okla- 
homa, who had had several past admissions 
for anemia and cardiac failure, but the 
etiology of the anemia had not been de- 
termined. The chief complaint on admis- 
sion was increasing malaise, headache, an- 
orexia, dyspnea, and lassitude for several 
months. The rest of the history was unre- 
markable. 


Physical examination: The patient ap- 
peared chronically ill and in no acute dis- 
tress. There was definite pallor and also a 
yellowish tint to the skin. A Grade II sys- 
tolic murmur was heard over the entire pre- 
cordium. The liver edge could be felt at the 
right costal margin but the spleen was not 
palpable. Position and vibratory sense were 
intact in the lower extremities, and the rest 
of the physical and neurological examina- 
tion was normal. 


Laboratory: Urinalysis was normal. 
WBC 7,000 per cubic mm., 58% neutrophils, 
34% lymphocytes, 4% monocytes, 3% eo- 
sinophils, 1% basophils. Red blood count 
was 1,590,000 per cubic mm., hemoglobin 
6.5 gms.%, hematocrit 20. MCV 127 cubic 
microns; MCH 50 micromicrograms; and 
MCHC 32.5%. A stained blood smear was 
rather typical of pernicious anemia show- 
ing anisocytosis, poikilocytosis, polychro- 
matophilia, and moderate basophilic stip- 
pling. Reticulocyte count was 1.3%. There 
was no free gastric acid after histamine 
stimulation. A sternal bone marrow aspira- 
tion was done and examined at the National 
Institutes of Health, Bethesda, Maryland. 
The report stated that there were only scat- 
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tered marrow cells but erythropoiesis was 
clearly megaloblastic in type, compatible 
with pernicious anemia. On February 18, 
1958, therapy was begun with parenteral 
vitamin B-12. Four days after the institu- 
tion of therapy the reticulocyte count was 
18%. Seven days after the institution of 
therapy, the hemoglobin was 7.5 gms.% with 
reticulocyte count of 14.3%. An upper gas- 
trointestinal series and chest x-ray were 
both normal. Unfortunately, the patient 
did not return to the hospital for any follow- 
up studies. 


CASE NO. 5, G.T. #2228, this 42 year old 
full blood Cheyenne Indian female was ad- 
mitted to the PHS Indian Hospital at Law- 
ton, Oklahoma, on December 20, 1956 and 
discharged ten days later. She had been 
referred from another Indian Hospital with 
massive epistaxis and anemia. Two months 
before admission she began noticing weak- 
ness, weight loss, polyuria, and polydipsea. 
One month before admission she noticed that 
her skin and sclerae were of an unusual 
yellowish color. She was admitted to an- 
other Indian Hospital on October 11, 1956, 
with epistaxis, and was given 1500 mls of 
blood after her hemoglobin was determined 
to be 4.2 gms.% with a WBC of 2,900 per 
cubic mm. After the transfusions and the 
institution of iron therapy, the hemoglobin 
rose to 9.5 gms.%. The diagnosis was sus- 
pected to be blood loss anemia. She was 
readmitted to the same Indian Hospital on 
December 12, 1956, with epistaxis; hemo- 
globin was 12 gms.% and Icteric Index 17.7. 
Prothrombin time was elevated at 20 sec- 
onds and there was no free gastric acid after 
histamine stimulation. At that time she was 
given 1500 mls of blood; vitamin K, hexa- 
vitamins. Ferrous sulfate was also started. 
She was placed on vitamin B-12, 50 units, 
intramuscularly daily on December 18, 1956, 
by the referring hospital. She continued to 
have epistaxis and was thus referred to the 
PHS Indian Hospital at Lawton two days 
later. The past history and review of sys- 
tems was unremarkable except that the pa- 
tient had had bright red bleeding per rec- 
tum for the past few weeks prior to ad- 
mission. She also complained of fatty food 
intolerance. 
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Physical examination: The patient was 
a well developed female who appeared very 
weak and lethargic, pale, and had a yellow- 
ish tint to the skin. There was a nasal pack 
in the left nares. Blood pressure 112 sys- 
tolic, 74 diastolic (mms. of mercury). Tem- 
perature 100°, peripheral pulse 70/min. The 
hair was mostly gray. There were many 
carious teeth and the mucous membranes 
appeared icteric. There was a soft Grade I 
systolic murmur over the entire precordium. 
The abdomen showed evidence of recent 
weight loss as did the extremities, but there 
were no masses palpable. The liver was 
palpable four finger breadths below the 
right costal margin. The gait was wide 
spaced and ataxic, and vibratory sense in 
the lower extremities was absent up to the 
mid leg area. Proprioception, pain and touch 
did appear present in the lower extremities, 
however. There was no evident ecchymosis 
on the skin. 


Laboratory: Chest x-ray was normal. 
WBC 4,450 with a normal differential. MCV 
74 cubic microns; MCH 25.5 micromicro- 
grams; MCHC 35%. Bleeding time 1 min- 
ute; coagulation time 4 minutes. Platelet 
count 65,731 per cubic mm. Blood type O 
positive. Icterus Index 10.5 units. Pro- 
thrombin time 18 seconds. Thymol Tur- 
bidity 5.5 units with cholesterol 109 mgs.%. 
Reticulocyte count 3%. Urinary urobilino- 
gen positive in normal amounts. FBS 101 
mgs.%. Serologic test for syphilis was nega- 
tive. Urinalysis—negative. NPN 16.5 
mgs.%; total protein 7.2 gms. with a 1.0 
ratio. Clot retraction time was 214 hours. 
Cephalin flocculation 3 plus at 24 hours and 
4 plus at 48 hours. There was no free gas- 
tric hydrochloric acid after histamine stimu- 
lation. The Rumple Leed’s tourniquet test 
was negative. Total serum bilirubin was 
1.05 mgs.%. Twenty-four hours after ad- 
mission the nasal pack was removed and a 
bone marrow aspiration was done. There 
were very few marrow elements present in 
the specimen although there were one or 
two typical megaloblasts seen. After the 
bone marrow aspiration, the patient was 
given 1000 mls of whole blood; 50 mgs. of 
vitamin K-1, intravenously; and a high pro- 
tein diet with vitamin supplements. The 
case was discussed with two consultants in 
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internal medicine, and it was believed that 
—in view of the blood picture of normo- 
cytic anemia, thrombocytopenia, relative 
leukopenia, and absence of free gastric hy- 
drochloric acid, together with lemon-yellow 
color of the skin and neurologic changes in 
the lower extremities—this patient present- 
ed a picture of pernicious anemia with sub- 
acute combined degeneration of the spinal 
cord. This diagnosis tended to be confirmed 
by the presence of megaloblasts in the bone 
marrow and a reticulocyte count of 9% six 
days after the initiation of vitamin B-12 
therapy. The anemia was thought to be 
normocytic due to the presence of blood loss, 
which in turn was caused by the thrombo- 
cytopenia. The patient, therefore, was con- 
tinued on vitamin B-12, 100 micrograms a 
day for a week, when she rather suddenly 
left the hospital against medical advice, and 
has not been seen since. At the time of dis- 
charge her hemoglobin was 10 gms.%, RBC 
4.4. million per cubic mm.; WBC 7,000 per 
cubic mm.; with 53% neutrophils; 49% 
lymphs; and 8% eosinophils. The reticulo- 
cyte count was less than 1%. The patient 
seemed to be better oriented, but the gait 
was still ataxic and the vibratory sensation 
was still absent in the lower extremities. 


CASE NO. 6, J.J.B. #5224-136B2, this 50 
year old full blood Arapaho Indian male was 
first thought to have pernicious anemia in 
February 1957. At that time a sterno-mar- 
row aspiration done at the Veterans Admin- 
istration Hospital, Oklahoma City, Okla- 
homa, revealed megaloblastic bone marrow. 
The patient was admitted on January 6, 
1959, to the Veterans Administration Hos- 
pital, Oklahoma City, complaining of hemo- 
ptysis, which occurred five days prior to 
admission. The patient had had a previous 
diagnosis of bronchiectasis of the right lung. 


Past history was significant in that the 
patient had rheumatic fever at age 18 and 
in 1954 was admitted to the Veterans Ad- 
ministration Hospital with heart failure 
secondary to rheumatic heart disease, with 
mitral stenosis, aortic stenosis, and aortic 
insufficiency. He has been on digitalis since. 
In 1945 he was hospitalized for macrocytic 
anemia with loss of vibratory sensitivity 
over the right lower extremity. In 1951 
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there was an episode of hemoptysis with 
, passage of a large blood clot; at this time 
the patient was found to be anemic and was 
treated with a transfusion of 2000 mls of 
blood. Bronchograms were done in 1952 
confirming the diagnosis of bronchiectasis. 
In 1957 he was admitted for anemia and 


treated successfully with vitamin B-12. His 
pernicious anemia has been subsequently 
proved by the clinical course as well as ra- 
dioisotope studies at the Veterans Hospital. 
The anemia has been well-controlled on 
periodic injections of vitamin B-12. 


Physical examination: Blood pressure 
110 systolic, 70 diastolic (mms. of mercury). 
Peripheral pulse 80/min. Respiration 18 
min. Temperature 98.6°. The patient ap- 
peared to be poorly nourished and chronic- 
ally ill but in no acute distress. The skin 
was dry and warm and there was some club- 
bing of the nails but no cyanosis. There 
were coarse rales heard in both lung fields. 
The apex of the heart was over the anterior 
axillary line in the fifth intercostal space 
and a systolic thrill was heard over the apex. 
The first mitral sound was increased in in- 
tensity with a Grade III diastolic murmur 
heard at the apex. A Grade I systolic mur- 
mur was heard over the aortic area. The 
liver was two fingers breadths below the 
right costal margin; the spleen was not 


palpable. Bilateral varicose veins were 
present. 
Laboratory: WBC 5,600 per cubic mm. ; 


hemoglobin 12.5 gms.%; hematocrit 43% ; 
sed rate 31 mms. per hr. Bleeding and co- 
agulation time were normal. Serology was 
negative. Urinalysis was normal. Sputum 
cultures were negative. Chest x-ray, al- 
though showing signs of bronchiectasis, 
showed no signs of change from previous 
examinations. The electrocardiograms 
showed left atrial hypertrophy. A vitamin 
B-12 hepatic uptake study was done with 
the result of 1%. (Normal value—4.7- 
15%.) The main diagnostic work which in- 
dicated previous anemia was done in 1957 
and the hepatic vitamin B-12 uptake study 
was done in confirmation of this since his 
blood studies were now normal while taking 
vitamin B-12. 
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Comments 


The presentation of cases of pernicious 
anemia in American Indians presents sev- 
eral difficulties. Indian health facilities in 
the United States have been inadequate, good 
diagnostic laboratories have been scarce, and 
some medical records for many years are in- 
complete. In July 1955, the United States 
Public Health Service assumed responsi- 
bility for the Federal Indian health pro- 
gram—in the United States and Alaska, 
and these three deficiencies now have been 
partially or completely corrected. The sec- 
ond major problem lies in the fact that 
American Indians have integrated to a con- 
siderable extent with the Caucasian race, 
and one must be careful in documenting the 
fact that an American Indian is of Indian 
descent only. The third problem lies in 
making a correct diagnosis of pernicious 
anemia. A report! from the PHS Indian 
Hospital at Lawton, Oklahoma, states that 
since 1951 they have had five additional 
cases of pernicious anemia in full blood In- 
dians diagnosed in that hospital. The rec- 
ords and diagnostic work-ups, however, were 
not adequate for reporting. 


In the preceding cases the criteria for the 
diagnosis of pernicious anemia were the 
presence of a macrocytic anemia in insidious 
onset, the absence of free gastric hydro- 


BELLADONNA, x. 
English a deadly poison. 


chloric acid after histamine stimulation, a 
typical peripheral blood smear, a megalo- 
blastic bone marrow and/or diagnostic vita- 
min B-12 uptake study coupled with a char- 
acteristic clinical response to daily vitamin 
B-12 therapy. Neurological disturbances 
were noted in these patients but were not 
regarded as necessary for diagnosis. Gastric 
radiologic examination was done when 
possible. 


Summary 


Six cases of pernicious anemia in full blood 
American Indians are reported. Previous 
case reports of pernicious anemia in the 
American Indians were not found in the 
medical literature. Some of the difficulties 
of diagnosis and reporting of this disease 
are discussed insofar as this race is con- 
cerned. 
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In Italian a beautiful lady; in 
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A Case Report 


INTRA-ABDOMINAL abscesses are not 
unusual complications following ruptured 
viscera but abscesses within hernial sacs 
are apparently rare or at least are rarely 
reported. Certainly the author had never 
seen nor heard of a hernial sac abscess un- 
til he encountered the patient who is the 
subject of this case report. 


G.M. (Ponca City Hospital Case No. 
106022) was a 78 year W/M retired ham- 
mermill worker who was well until about 
November 1, 1959 when he developed inter- 
mittent burning epigastric pain unrelated to 
meals. The pain became extremely severe on 
the evening of November 14 and he consult- 
ed his family physician who referred him to 
the author with a diagnosis of perforated 
duodenal ulcer. His past history and review 
of symptoms were non-contributory to his 
present illness except that he had had a 
small reducible hernia for many years. 


Physical examination revealed T-99.6° F., 
P-96, R-20, and B.P. 110/70 mm Hg. Sig- 
nifecant findings were limited to the ab- 
domen which was flat but which revealed 
marked rigidity throughout. There was an 
easily reducible right inguinal hernia. Bowel 
sounds were present but diminished. 


Laboratory Data: Urinalysis—normal, 
hemoglobin 9.2 gm %, WBC 7,900. Radio- 
graphs of the abdomen showed a moderate 
amount of free air within the peritoneal 
cavity. 


Course in Hospital: The patient was 
given 500 cc whole blood and hydrated and 
taken to the operating room where a laparo- 
tomy through a short right upper quadrant 
incision was performed. A typical perforat- 
ed duodenal ulcer was encountered on the 
anterior duodenal wall which was closed. 
His post-operative course was uneventful 
except that three days prior to discharge 
he developed what was interpreted to be an 
incarcerated inguinal hernia. He refused 
operation and was discharged against med- 
ical advice. 
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Hernia Sac Abscess 


JAMES A. WEBB, M.D. 


James A. Webb, M.D., graduated from the 
University of Oklahoma School of Medicine in 
1953. He has completed Part I for certification 
by the American Board of Surgery. 

Among other activities, Doctor Webb is an In- 
structor in Anatomy and Physiology at the Ponca 
City School of Nursing. 


He was not seen again until December 4, 
1959 at which time the “hernia” was still 
incarcerated and he was persuaded to enter 
the hospital. On December 7, 1959 he was 
again taken to the operating room and 
through a transverse right inguinal incision 
the inguinal canal was approached. Only 
following exposition of the cord did it 
become apparent that the hernia lay below 
the inguinal ligament. The incision was 
continued so that a McVay herniorrhaphy 
could be accomplished. However, it was not 
possible to reduce the hernia beneath the in- 
guinal ligament and therefore the sac was 
dissected free below the ligament. Upon 
opening the sac approximately 15-20 cc of 
thick, greenish-yellow pus was encountered. 
A Gram stain of a smear revealed no or- 
ganisms and cultures were negative. The 
neck of the femoral sac was transected and 
a Penrose drain was placed in the depths 
of the abscess cavity and brought out 
through a stab wound below the inguinal 
crease. A standard McVay herniorrhaphy 
was then performed. The subcutaneous 
space was also drained. Following the her- 
niorrhaphy he did well except that he de- 
veloped complete pyloric obstruction secon- 
dary to his duodenal ulcer. He was then 
admitted to University Hospital where a 
gastrojejunostomy was performed. At this 
time he is doing quite well. 


This case is rather interesting for two 
reasons. The first, of course, being the oc- 
currence of an abscess within a femoral 
hernia sac. Secondly, at no time were there 
any physical signs to indicate the presence 
of an abscess. 


411 Community Building, Ponca City, Oklahoma 
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A method of treating peptic ulcer by stimulating 
the production of hormones: Thereby enhancing 
the usual anti acid therapy. 


High Fat Treatment of Peptic Ulcer 





A Preliminary Report 


THE TREATMENT of peptic ulcer is 
basically the management of acid pepsin ac- 
tivity. Individuals whose stomachs produce 
no free hydrochloric acid, do not develop 
peptic ulcer. 


This concept of ulcer therapy was first 
promoted by Christopher R. Pemberton! 
sometime in the early 19th century. Sippy,’ 
in 1912, revised the theory with what has 
been spoken of as a more scientific ap- 
proach. The results which he obtained were 
superior to those previously experienced. 
However, his attempt to completely neutral- 
ize the hydrochloric acid of the stomach is 
now known to be an impossibility. 


With more advanced knowledge in gastric 
physiology, ulcer therapy should be directed 
toward the gastrointestinal physiologic ac- 
tivities by either their alteration, stimula- 
tion, or inhibition. 


For the most part, the stomach, small in- 
testines, gallbladder, and pancreas are un- 
der the control of the nervous system and 
humoral agents derived from the mucosa of 
the gastrointestinal tract. 


Acid neutralization, by giving anti-acid 
substances, forms a major portion of the 
treatment in peptic ulcer. At present, the 
preparations which are used, neutralize only 
the acid which is already formed within the 
stomach, totally ignoring the inhibition of 
further acid formation, the neutralization 
of the acid which has poured over into the 
duodenum, and the lessening of the gastric 
activity. 
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Since the earliest studies of Pavlov, it has 
been known that the ingestion of fat in- 
hibits secretion of gastric juice, and lessens 
gastric motility. This is brought about by 
an intestinal hormone, enterogastrone, which 
has a specific gastric secretory depressant 
action. Enterogastrone is released when fat 
comes in contact with the duodenal mucosa. 
It enters the blood stream and acts specifi- 
cally on the parietal cells, inhibiting their 
secretion of hydrochloric acid. 


When fat enters the duodenum, it also 
causes a secretion of the hormone secretin. 
Secretin, like enterogastrone, is carried in 
the blood stream, but its specific action is 
on the pancreatic gland, causing it to se- 
crete large amounts of bicarbonate into the 
duodenum. This highly alkaline substance 
in turn, neutralizes the acid content of the 
duodenum. 


Cholecystokinin is released from the duo- 
denal mucosa when fat comes in contact 
with it. This hormone then causes the gall 
bladder to contract expelling a large quan- 
tity of bile into the intestine. Bile being an 
alkaline substance aids in the further neu- 
tralization of hydrochloric acid. 


511 


“owe oe Severe oF erttess 














ee are 


256 Ferd 6G OEE GB SASK AE OY 


~es 6s ee 


“~t te  wwerew & os 


.". 


—s 


Using these phyciologic observations, a 
preparation of calcium carbonate combined 
with olive oil and coconut oil* was used in 
the treatment of a series of one hundred pa- 
tients with peptic ulcer, and clinical obser- 
vations made. All cases were diagnosed by 
x-ray and treatment was directed toward 
ulcers of the stomach as well as those found 
in the duodenum. It was thought that a 
continuous period of therapy covering an 
eight-weeks period should be an adequate 
trial. At the end of four weeks, a progress 
x-ray film was made of the ulcer-bearing 
portion of the stomach and a final film was 
taken at the end of the eight-weeks period. 


In conjunction with the calcium carbon- 
ate oil medication, an anticholinergic drug 
was given. No special regulation of the diet 
was made, other than the patient was en- 
couraged to discontinue the use of coffee, 
coca cola, pepsi cola, alcohol, and those 
highly seasoned foods which are found in 
Mexican and Italian dishes. 


Since the introduction of a fat or oil into 
the intestine in large quantities will bring 
about a depression of the gastric secretion 
for several hours, it is followed by a phase 
of accelerated secretions; this is often re- 
ferred to as the “‘bi-phasic effect” of fat.* 
However, when the amount of fat admin- 
istered is small, the inhibitory phase is mani- 
fested, but the rebound phenomenon is ab- 
sent. Therefore, the amount of fat incor- 
porated in the mixture was small and the 
dose repeated frequently; one dram every 
hour while the patient was awake. 

Relief of symptoms was immediate in all 
patients treated. This is considered to be 
an important factor in ulcer therapy. A 
continuation of an aggravating, painful situ- 
ation produces an emotional lability which 
in turn interferes with satisfactory thera- 
peutic results. The presence of the oil seems 
to clinically eliminate the anti-acid rebound 
for the relief of pain continued from dose to 
dose. Nocturnal pain presented no prob- 
lems; for the most part, this symptom dis- 
appeared shortly after the onset of therapy. 
Constipation, which has been an outstand- 
ing factor in the use of calcium carbonate, 
was not experienced by any of the patients 
to any disturbing degree. 


*Prepared by S&S Pharmaceutical Co., Oklahoma City, Okla. 
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The following is a typical case history of 
results as observed with this medical ap- 
proach. 


The patient, J.W.W., was first seen in 
April 1958 with the chief complaint “I have 
stomach trouble.” 


He gave a history of a gnawing pain in 
the epigastrium which had been present for 
the previous four months. The pain usually 
appearing between meals and relieved by 
drinking a glass of milk. He was experienc- 
ing nocturnal pain which appeared about 
1:00 or 2:00 a.m., awakening him from his 
sleep. He had vomited frequently, especial- 
ly after breakfast. There had been no hema- 
temesis or melana. He was experiencing 
early satiety followed by bloating. 


The patient had a marked emotional back- 
ground; his wife describing him as being 
selfish, disturbed by crowds of people, had 
ideas of reference when in crowds. 


The patient’s past history was of a per- 
forated ulcer two years previously. 


Physical examination was entirely nega- 
tive; the patient being a well developed, 
well nourished, white male who did not ap- 
pear acutely or chronically ill. 


Laboratory examination revealed a hemo- 
globin of 15.38 grams; hematocrit of 53% ; 
white blood count 8,250; sedimentation rate 
1 mm. in one-half hour, 3 mm. in one hour. 
The urinalysis was negative for albumin 
and sugar; he had a Ph. of 6; specific grav- 
ity of 1.002; microscopic negative; color 
clear, light amber. 


X-ray films were made of the gallbladder 
and colon and these were found to be nega- 
tive. An x-ray film of the stomach and duo- 
denum showed no visible pathology in the 
stomach proper. The duodenum was de- 
formed and contained a persistent barium 
fleck. 


A sigmoidoscopic examination was done, 
the scope being passed twenty-three centi- 
meters. The mucosa had a normal appear- 
ance and there was no evidence of upper in- 
testinal bleeding. 


The patient was placed on conservative 
therapy consisting of dietary instructions 
which primarily prescribed a well balanced, 
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nutritious dietary intake and advised the 
discontinuance of the use of coffee, coca 
cola, pepsi cola, and alcoholic drinks. The 
diet also recommended six small feedings 
per day and the avoidance of cold and hot 
foods. Highly seasoned foods were also pro- 
hibited. Medication consisted of Tincture 
of Belladonna, fifteen drops every four 
hours while awake. Calcium oil prepara- 
tion, one teaspoon every hour while awake. 
Ultran, one capsule four times a day. 


After onset of therapy, the patient im- 
proved both in reference to his gastric dis- 
‘omfort and emotional reactions. He began 
o sleep well, where before his sleep was 
‘requently interrupted, both by pain and by 
emotional disturbances. 


Four weeks after the onset of therapy, a 
progress film was made of the stomach and 
luodenum. The cap was found to be mark- 
edly deformed, with no evidence of ulcera- 
tion. At the end of the total eight-weeks 
period, a final x-ray film was made; this 
film compared in every respect with the 
four weeks film. 


The patient was seen again three months 
later. He had experienced epigastric pain 
for two days, but other than that, consid- 
ered himself in good health. 


The patient was again seen six months 
after his last x-ray examination, at which 
time the stomach was again checked. The 
duodenal cap was deformed, but there was 
no evidence of active ulceration. He had 
no complaints. He was last seen six months 
later. His gastric complaints had not re- 
turned and he was in good physical and 
emotional health. An x-ray film of the 
stomach failed to reveal any organic path- 
ology, however, the cap was found to be de- 
formed as on previous films. 


Conclusion 


Until further knowledge is obtained to 
reveal the etiological factor of peptic ulcer, 
either in the stomach or duodenum, treat- 
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ment will of necessity continue to be symp- 
tomatic. Though it is impossible to com- 
pletely neutralize all hydrochloric acid 
formed within the stomach, it is thought that 
the use of a combination of anti-acid and oil 
will more nearly accomplish this fete. Fur- 
ther, hormonal action to eliminate the pro- 
ductivity of hydrochloric acid by the parietal 
cells is definitely advantageous. It is also 
thought by reducing the gastric motility, 
that the anti-acid, calcium carbonate, will 
have a greater neutralizing effect by allow- 
ing it longer contact with the remaining 
acid. Also, by stimulating the production 
of physiologic neutralizing factors, bicar- 
bonate from the pancreas and an increase 
flow of bile, greater neutralization of acid 
entering the duodenum will take place. 
Though, in this series, no specific attention 
was paid to the diet, other than those fac- 
tors mentioned, it is thought that the diet 
should consist of high fat, high carbohydrate 
and low protein foods. The quantity of 
sugar in the diet is elevated because it too 
has a similar effect on the duodenal mucosa 
as fat in the stimulation of enterogastrone. 


Summary 


A method of treating peptic ulcer, using 
an anti-acid combined with oil has been 
presented. A discussion of the known phy- 
siologic activities of the stomach and duo- 
denum as a result of hormonal stimulation 
has been made. With this therapeutic ap- 
proach, there has been no reliance paid on 
the use of diet and anticholinergic medica- 
tion. However, it is thought that a diet con- 
sisting of high fat, high carbohydrate and 
low protein intake should be encouraged. 
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Hypothermic Total Body 


Cardiopulmonary Bypass 
Experimental and Clinical Studies * 


A. Hypothermic Perfusion with Oxygenerators: 


The combination of internal hypothermia 
and total body cardiopulmonary bypass has 


Abstract of paper read at the meeting of the Oklahoma 
County Heart Association, on January 25, 1960. From the 
Department of Surgery, Mercy Hospital, Oklahoma City, Okla- 
homa. Supported by Mercy Hospital Heart and Research In- 
stitute and Cardiovascular Institute, Oklahoma City, Oklahoma. 

**Fellow in cardiovascular research, Mercy Hospital, Okla- 
homa City, Oklahoma. 
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been shown to be feasible by Gollan, Sealey 
and Brown, and others. Our double helical 
perfusion system has been discussed else- 
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Diagram 1 shows the system as it was originally designed and which was used clinically for the first time 
on May 29, 1959. The mattress and inner stainless steel helix were used for cooling and warming, and the stain- 
less steel “hairpins” for waming in the first eleven patients in our series. The basic oxygenator is the DeWall 


type. 
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External hypothermia, i.e. the mattress, was eliminated as shown in Diagram 2, and this system was used in 
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Diagram 3 demonstrates the system used in the last 12 patients. The double helical system is efficient 
and sufficient. With the elimination of the venous reservoir, venous and cardiotomy suction pumps, the system 
is rendered very simple. 
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where and we will just point out the evolu- 
tion of the system since is inception (Dia- 
grams 1-3). 

Our total clinical experience with hypo- 
thermic perfusion will be related. In 33 pa- 
tients there were two deaths (both in tet- 
ralogy of Fallot) and one late death in a 
case of atrial septal defect, four months 
after surgery. Autopsy revealed intact car- 
diac repair. We have 25 consecutive sur- 
vivals. 


B. Hypothermic Perfusion Without 
Oxygenerators: 

Finally, the production of profound hy- 
pothermia in dogs using the double helical 
system without the oxygenator should be 
mentioned. This type of hypothermia can 
be done by arteriovenous, venovenous or 
venoarterial shunts with or without a pump. 
The Britishers have many publications on 
these systems. Our largest series is with 
arterioarterial cooling. Eleven dogs have 
been cooled by this system using flows of 





20 cc. per Kg. of body weight without open- 
ing the chest. Somewhere between 12° C. 
and 16° C. the perfusion is interrupted for 
30 minutes and then warming started. Ten 
dogs recovered and lived. One died on the 


second postoperative day. None have fib- 


rillated. 
Addendum 

The double helical system has been primed with 5% 
dextrose in water which is actually used for perfusion, 
in 24 patients. The red blood cell mass is decreased 
during the period in which the patient’s requirements 
are less due to his lower temperature. At the end of 
the perfusion most of the blood is returned to the 
patient and the red blood cell mass restored. This 
heart-lung machine clinically proves the experiments 
of Gollan. Banked ACD blood is used, up to eight 
days old. The double helical system, in all its modifi- 
cations, has so far been used in 70 patients. (June 23, 
1960) 

The Foregger pulspirator is originally primed with 
saline which is then displaced in a retrograde fashion 
by the blood of the patient who is being transfused 
to compensate for that loss, a different principle from 
the one herein described. 


430 N.W. 12th, Oklahoma City, Oklahoma 


Annotated Bibliography on 
Retrolental Fibroplasia 


EDITOR’S NOTE: Retrolental Fibroplasia is a pre- 
ventable. If it occurs and blindness results, the 
physician may be legally culpable as well as emo- 
tionally seriously traumatized. Understanding the 
evolution of knowledge concerning oxygen use and 
and blindness due to retrolental fibroplasia is essen- 
tial. 


1. Campbell, K.: Intensive oxygen therapy as a 
possible cause of retrolental fibroplasia: a clinical 
approach, Med. J. Australia 2: 48 (July) 1951. 


2. Crosse, V. M., and Evans, P. J.: Prevention of 
retrolental fibroplasia, A.M.A. Arch. Ophth. 48: 83 
(July) 1952. 


“In our view, supported by the history of the 
disease in England since 1946, by our experience, 
and by comparison with the experiences in other 
centers in the country, it is right to draw atten- 
tion to the dangers of the use of too much oxygen 
and to its administration for too long a period . . .”’ 


3. Patz, A., and others: Studies on the effect of 
high oxygen administration in retrolental fibroplasia: 
I. Nursery observations, Am. J. Ophth. 35: 1248 (Sept. ) 
1952. 


*Commonly abbreviated as RLF. 
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Study in Gallinger Municipal Hospital, Washing- 
ton, D.C., was aided by grants from National In- 
stitute of Neurological Diseases and Blindness and 
District of Columbia Society for the Prevention of 
Blindness. The results of the first of a three-year 
controlled oxygen nursery study are cited. Authors 
conclude that there are now sufficient data to 
question the advisability of the ‘‘routine’’ use of 
prolonged high oxygen concentrations in the nur- 
sery. 

4. Editorial: Retrolental fibroplasia and oxygen, J. 
Ped. 44: 122, 1954. 

“ . . . there is a growing feeling that oxygen 
should not be given routinely to the premature 
infant, but reserved for individualized cases of 
asphyxia and further, it should be used in as low 
a concentration as possible and for as short a time 
as possible.’ 

5. Lanman, J. T., and others: Retrolental fibro- 
plasia and_ oxygen therapy, J.A.M.A. 153: 223 (May 15) 
1954. 

Report of research at Bellevue Hospital, New 
York, concluding that the authors believed the 
disease to be directly related to excessive oxygen 
and felt that it could be controlled by severely re- 
stricting oxygen administration to premature in- 
fants. 
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9. Rothmund, H. I. M., and others: A field study 
of retrolental fibroplasia in Maryland, Pediatrics 14: 
455 (Nov.) 1954. 


The authors stated that a recent series of papers 
by Patz, Ashton, Lanman and others ‘have indi- 
cated that oxygen is an etiologic factor.’ 


10. Abstract of article from Lancet, J.A.M.A. 156: 
1102 (Nov. 13) 1954. 


Reported striking correlation of oxygen admin- 
istration to premature babies and the occurrence 
of retrolental fibroplasia. 


11. Editorial, Prematurity, oxygen, and retrolental 
ibroplasia, J.A.M.A. 157: 449 (Jan. 29) 1955. 


“In the present state of knowledge, there is cer- 
tainly no reason to deny small premature infants 
the benefits of incubator care or of additional oxy- 
gen in the amount and duration indicated by relief 
of cyanosis. And, since retrolental fibroplasia is 
essentially limited to infants of less than 2,267.9 
grm, (5 lb.), there need be no fear of disturbing 
the eyes of term infants by the oxygen therapy so 
frequently required for their pulmonary and cir- 
culatory disturbances. On the other hand, the 
evidence is now strong that the exposure of in- 
fants to oxygen for even several days is associated 
with increased incidence of retrolental fibroplasia. 
Thus, the physician caring for a premature infant 
should steer a course between preventable anoxia 
endangering survival on the one hand and the 
ophthalmologic hazards of unnecessary use of oxy- 
gen on the other.” 


12. Smith, Clement A.: Oxygen and retrolental fibro- 
plasia, Mod. Hosp. 84: 49 (Feb.) 1955. 


The author discussed various studies indicating 
the relationship between oxygen and retrolental 
fibroplasia, and pointed out that the statistics on 
the 18-hospitals study reported by Kinsey at a 
meeting of the American Academy of Ophthal- 
mology and Otolaryngology in September 1954, 
were highly significant in showing the relation- 
ship between prolonged high-oxygen administration 
and the disease. However, he did not make a 
strong recommendation as to methods of pre- 
vention. 


13. Editorial: The overuse of oxygen and retro- 
lental fibroplasia, J. Ped. 46: 252 (Feb.) 1955. 


“If currently available information is disregard- 
ed and an infant becomes blind, the burden that 
lies on the physician and the hospital is unpleasant 
to contemplate. The conclusion is obvious that 
discriminate and limited use of oxygen in pre- 
mature babies is now mandatory.”’ 


14. Engle, Mary A., and Levine, S. Z.: Response 
of small premature infants to restriction of supple- 
mentary oxygen, A.M.A. J. Dis. Child. 89: 316 (Mar.) 


1955. 
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The authors, reporting studies at New York Hos- 
pital—Cornell Medical Center, concluded: ‘‘There 
were no detectable late ill effects from the early 
termination of oxygen administration. It would 
seem that the administration of oxygen to prema- 
ture infants of low birth weight as a routine pro- 
cedure is not necessary.” 


15. Lanman, J. T.: The control of oxygen therapy 
for the prevention of retrolental fibroplasia, J. Ped. 
46: 365 (Mar.) 1955. 


“In summary, the proper control of oxygen use 
means first its total elimination except for times 
of clinically demonstrable need. It should then be 
given for as brief a time as possible at concen- 
trations below 40 per cent.” The author then 
went on to say how to control the concentration. 

16. Kinsey, V. E.: Letter to the editor, Pediatrics 
18: 511 (Sept.) 1956. 


“In view of the positive evidence indicating that 
even relatively short exposures to oxygen are as- 
sociated with RLF, even though the concentra- 
tion is kept below 40%, and the paucity of evidence 
that there is any critical concentration below which 
RLF is markedly reduced in incidence, I believe 
that merely restricting the concentration of oxy- 
gen, without stringently reducing the duration in 
oxygen, may result in unnecessary cases of RLK. 
Certainly, the emphasis should be placed on re- 
stricting the duration in oxygen to an absolute 
minimum consistent with the clinical indications 
of anoxia irrespective of the concentration of oxy- 
gen administered.” 


17. Kinsey, V. Everett, and others: Retrolental 
fibroplasia—Cooperative study of retrolental fibro- 
plasia and the use of oxygen, A.M.A. Arch. Ophthal. 
56: 481 (Oct.) 1956. 


The author’s recommendations: “The length of 
time a premature infant, particularly an infant of 
multiple birth, is kept in an environment contain- 
ing oxygen in concentrations in excess of that of 
air should be kept to an absolute minimum, con- 
sistent with the clinical indications of anoxia. 
When oxygen therapy is clearly required, it should 
be prescribed on an hourly basis and the concen- 
tration should be as low as possible.” 


18. Patz, Arnall: The role of oxygen in retrolental 
fibroplasia—E. Mead Johnson award address, Pedi- 
atrics 19: 504 (Mar.) 1957. 


“These clinical and experimental data justify 
recommendations for a rigid supervision of oxygen 
administration to the premature infant to avoid 
any unnecessary overuse of this potentially toxic 
agent.” 


The above bibliography is by no means a complete 
listing of the articles that have been published on this 
subject. It does indicate that numerous articles were 
in the literature pertaining to the role of oxygen in 
the etiology of RLF. 
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Message from the Dean 


We are embarking upon a new decade—and perhaps a new era—in medical education. 
Discovery follows discovery at an unprecedented pace, adding to an already staggering con- 
glomerate of material from which curricula are shaped. Attending this scientific progress, 
and, indeed, resulting in part from medical advances, is the accelerated rate of population 
increase with heightened demands for health care. 

Society can reasonably expect the schools of medicine to provide the opportunity for a 
sound medicai education. 

Today the established requirements for admission to medical school, increasing compe- 
tition for students by other professions and the time and cost required for medical educa- 
tion are factors making it more difficult for medical schools to attract enough able students 
to keep classes filled, and to educate adequate numbers of physicians. 

The other side of the coin is that the medical school has a right to expect society to 
assist in the wholesome recruitment of capable young people to enter the study of medicine 
and also to expect public support of the facilities necessary to train additional physicians. 

But what of the school’s responsibility to offer an undergraduate medical education 
that will provide a solid foundation for practice—and to accomplish this without further 
lengthening of the period of training? 

The curriculum of the University of Oklahoma School of Medicine is continually under 
scrutiny. Many new approaches in both basic and clinical courses have been structured, 
tried and evaluated. Some have been discarded, others kept. A notable example of a proved 
departure from previous classical approaches was the institution some eleven years ago of 
the preceptorship in the fourth year. 

There are other examples. Lectures during the last two years have been reduced to a 
minimum. The student is off a seat and on his feet, out of the lecture hall and on the ward 
where he truly learns by doing. The fourth year clinics, with the general medicine clinic 
forming the keystone, are arranged to give continuity to his course of study. 

In the ’60’s we must give increasing attention to the course content in our instructional 
program. Each day brings a wealth of new material. 

Yet the curriculum must not become over-crowded or excessively long. It must grow by 
design rather than by accretion. While it would be easier to lengthen the study period, 
by so doing one would take additional time away from a physician’s life of active practice 
and add to the cost of the student’s education. 

Medical schools must therefore consider many searching and disturbing questions. 

What is the length of time before a student qualifies for practice that can be justified 
educationally and economically? ... Are there optimal cooperation, correlation and integra- 
tion among departments and divisions of the school to provide a basic core of knowledge for 
conceptual learning? ... Are sufficient efforts being made to train and attract qualified 
teachers in ali of the disciplines? These are our problems in the years ahead. 
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_ The treatment of diabetes mellitus with orally 
- effective agents continues to show promise as a 
| definitive measure. 


Extended Treatment of Diabetes 


Mellitus With Chlorpropamide (Diabinese’)* 


THE ABILITY of certain sulfonamides to 
produce hypoglycemia was observed in 1942, 
closely following the introduction of these 
agents as antibacterials.':** However, early 
compounds (chiefly of the sulfanilyithiadia- 
zole class) exhibiting this action were con- 
sidered too toxic to warrant extensive ap- 
plication to the treatment of diabetes mel- 
litus. 


In 1955 Franke and Fuchs' noted a ten- 
dency toward hypoglycemia in patients un- 
der treatment with a long acting arylsul- 
fonylurea compound and energetically set 
about to explore further the practical appli- 
cation of this effect in the treatment of dia- 
betes mellitus. Initial success with the par- 
ent compound, carbutamide, immediately 
captured wide-spread medical attention and 
generated great activity in the development 
of analogs with similar action. Despite ex- 
tensive clinical trial in this country carbuta- 
mide was withheld from the market due to 
what was considered unacceptable hepato- 
toxic properties, but limited use of the drug 
has continued in Europe.* Tolbutamide, the 
paramethyl derivative of carbutamide, 
though somewhat less active as a hypogly- 
cemic agent, proved consideraby less toxic** 
and was marketed in 1958 for the oral treat- 
ment of diabetes mellitus. 


From a vast number of related compounds 
the para-chloro-3-propyl! derivative of carbu- 
tamide, chlorpropamide, was selected for 
clinical trial early in 1958 as a hypoglycemic 
agent.’ The latter agent was found more 


*This paper is from the Departments of Pharmacology and 
Medicine, University of Oklahoma School of Medicine. Dia- 
binese®, furnished by Pfizer Laboratories, Brooklyn, New York. 
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R. W. PAYNE, M.D. 
DEAN H. DIMENT, M.D. 
JOHN A. BLASCHKE, M.D. 


In 1943 Richard W. Payne M.D. graduated 
from the University of Oklahoma School of Medi- 
cine where he is now Associate Professor of 
Pharmacology and Instructor in Medicine. 

Doctor Payne is a member of the American 
Society For Pharmacology and Experimental 
Therapeutics, the Society for Experimental Bi- 
ology and Medicine the Endocrine Society, the 
American Rheumatism Association and the 
American .Association for the Advancement of 
Science. 

Dean H. Diment, M.D., graduated from the 
University of Oklahoma School of Medicine in 
1960. 

John A, Blaschke, M.D., graduated from the 
University of Oklahoma School of Medicine in 
1950 where he is now an Instructor in Pharma- 
cology. Doctor Blaschke’s practice is limited 
to his specialty, Internal Medicine. 

Doctor Blaschke is a member of the Ameri- 
can Rheumatism Association and the Oklahoma 
Arthritis Study Group. 


potent and more prolonged in action than 
tolbutamide.° 


The present report is concerned with ex- 
perience gained from the use of chlorpro- 
pamide in the treatment of diabetes mellitus 
for periods in excess of 18 months. 


Methods 


Seventeen patients with diabetes mellitus 
of the adult type were studied at the Okla- 
homa County Farm Hospital (in-patients) 
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and the Bone and Joint Hospital (out-pa- 
tients) of Oklahoma City. Prior to treat- 
ment and at approximately monthly inter- 
vals, the following laboratory data were ob- 
tained on each patient: Hemoglobin, red 
blood cell count, white blood cell count with 
differential, urinalysis, fasting blood sugar, 
cephalin flocculation test, serum alkaline 
phosphatase, total and direct serum bilirubin 
and blood urea nitrogen. In some cases the 
blood sugar two hours after breakfast was 
determined. Home urine testing for glucose 
and a dietary protocol were required of each 
patient. Customary diabetic instruction in- 
cluding technique of insulin administration 
was provided in each case. 


Early in the study, initial dosage of chlor- 
propamide was .5 gm. twice daily; later it 
was reduced to 0.5 gm. in a single dose to 
be taken immediately before breakfast. If 
the dose was later divided, the second por- 





tion was taken at 6:00 p.m. Dosage of chlor- 
propamide was reduced upon evidence of 
toxicity, hypoglycemia, or after prolonged 
periods of good control in order to determine 
the minimal effective dose. 


Results 


The diabetic history and response to 
chlorpropamide is summarized in Table 1. 


Eleven of the 17 patients (65%) have 
maintained satisfactory control of their dia- 
betes on chlorpropamide for periods of at 
least 12 months. The remainder of the pa- 
tients were withdrawn from chlorpropa- 
mide therapy for reasons apparent in the 
following case histories. 


R.K. developed jaundice after taking 0.5 
gm. chlorpropamide twice daily for one 
month. This was preceded by a two week 
period of vague anorexia and malaise, not 
accompanied by laboratory evidence of liver 














Table 1. 
INSULIN TOLBUTAMIDE CHLORPROPAMIDE 
~~ Dur Body _ conic a rene tener 
of wee Daily Daily Diabetic Daily Diabetic in body Wt 
Pt Age/Sex Diabetes* ‘Pounds! Dose Duration Dose Duration Control Dose Duration Control Toxicity (Pounds) Comments 
1. G.B 51 M 4 yrs 199 N.P.H10u 3yrs. 2gm. 1lmo. 2° failure lgm. imo. Satisfactory Diarrhea 
5 gm., 15 mo. Satisfactory None +4 
2.G.F. 60 F 2 mo. 198 gm. 12mo. Satisfactory None +1 Diabetic 
neuropathy 
improved 
3.M.H. 7 F 9 mo. 120 5gm. 1mo. Satisfactory Hypoglycemia Diabetic 
25 gm. 15 mo. Satisfactory 0 neuropathy 
improved 
4.L.D. 44 M6 yrs. 180 N.P.H30u 6yrs. 2gm 2mo. 2° failure 5gm. 19mo. Satisfactory 0 
5.N.K. 50 F 7 yrs. 129 5 gm.** 16mo. Satisfactory None ll Diabetic 
neuropathy 
improved 
6,R.K. 56 M 17 yrs N.P.H.65u  16yrs. 1.5 gm. 6mo. 2° failure 1.0gm. 1mo. Satisfactory Hepatitis —8 Recovery from 
Oligurea hepatitis 2 wks. 
a. Via. 40 M 17 yrs 280 =—-N.P.H.160 8yrs. 1.0gm 7mo. Satisfac 10gm. 4mo. 
tory 0.5gm. 12mo. Satisfactory None —37 
8. JL 61 F 4 yrs 132 2.0 gm. Satisfac- 5gm. 1mo Upper G.I. 
2.0 gm. tory discomfort +6 
Satisfac- 4gm. 3mo. Satisfactory Refused further 
tory chlorpropamide 
9.E.Mc 54 F 5 yrs. 150 N.P.H.24u = 4yrs. 5gm. 4mo. Satisfactory G.I. Complaints Better control 
.25 gm. — than insulin 
*N.P.H.24u. 13 mo. Satisfactory None +2 
10. J.M. 70 M 2mo. 156 5gm. 2mo. Satisfactory None 24 u alone 
25 gm. 11 mo. Satisfactory None +8 
11.3.M. 72 M 12 yrs. 162 -N.P.H.32u yrs. 2.0 gm. 2 yrs. °2° failure 5gm. 2mo. Satisfactory Mild transi- —2 Side effect 
tory G.I. cleared while 
discomfort still on treat- 
ment. Lost to 
follow up 
12.E.D. 60 F 7 yrs 149° N.P.H.20u = 7 yrs. 1.0gm. imo. Satisfactory Hypoglycemia 
5 gm. 1% mo. Satisfactory G.I. disturbance 
25 gm. 14mo. Satisfactory None 10 
13. JS 80 M 7 yrs 162 N.P.H44u = 7yrs. 10gm. 2mo. Satisfactory Hypoglycemia +9 
5gm. 10mo. Satisfactory None 
14. JS 52 M lyr 215 1.0 gm 10 mo. 2° failure 5gm. 9mo-- Satisfactory Hypoglycemia —12 
25gm. 9mo. Satisfactory None 
15. ELS. 2 F 2mo. 150 1.0 gm. 3mo. Satisfactory 5gm. 3mo. Satisfactory G.I. distress —4 Requested return to 
tolbutamide 
MEY, W-F 270. 180 1.0 gm. 13mo, 2° failure 1gm. 1mo. Moderate None +5 Lost to follow up 
5gm. 3mo. Moderate None 
17. E.L 60 M 9 yrs N.P.H.40u = 9 yrs. 5gm. 3mo. Satisfactory None +2 
* At beginning of chlorpropamide therapy 
**Divided doses 
*** Response to chlorpropamide alone in tolerable doses poor 








520 


Journal of the Oklahoma 


State Medical Association 

















dysfunction. At the onset of jaundice an 
increase in serum thymol turbidity, serum 
bilirubin and BUN was found. Severe nau- 
sea, malaise, and oligurea disappeared over 
a period of two weeks after the patient was 
returned to NPH insulin, 60 units daily. No 
rise in serum alkaline phosphatase was ob- 
served in this case. The patient has re- 
mained free of complications or sequelae of 
his hepatitis to the present time (16 
months). 


J.L. and E.S. while satisfactorily con- 
trolled on chlorpropamide for a period of 
three months, requested return to tolbuta- 
mide because of rather persistent epigastric 
discomfort. No evidence of liver dysfunc- 
tion appeared in these patients. 


E.L. was a patient with severe congestive 
heart failure, whose diabetes was controlled 
with 0.5 gm. of chlorpropamide daily with 
no evidence of hepatic or renal impairment 
during such treatment. Terminally the pa- 
tient was returned to Regular insulin given 
on a sliding scale to adjust to his capricious 
dietary intake. 


J.M. was satisfactorily controlled on 0.5 
gm, chlorpropamide daily but was lost to 
follow-up after one month. 


E.Y. an unreliable patient with senile de- 
mentia, was moderately well controlled on 
chlorpropamide but was transferred to an- 
other medical facility after nine months. 


Two other patients complained of epi- 
gastric discomfort which was relieved by 
reducing the dose of chlorpropamide. One 
of them (E.Mc) required 24 units of NPH 
insulin to supplement the smaller dose of 
chlorpropamide; the other (G.B.) remained 
well controlled on the reduced dose. There 
were instances of elevation of the serum 
alkaline phosphatase concentration in five 
patients without other evidence of liver dys- 
function but subsequent tests were within 
normal limits even though medication was 
not interrupted. 


Rather severe hypoglycemia appeared in 
two patients receiving 0.5 gm. of chlorpro- 
pamide daily for periods of one and nine 
months. 
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Side effects encountered during our initial 
experience with chlorpropamide were con- 
siderably reduced after limiting the daily 
dose to a maximum of 0.5 gm. as has been 
the experience of others.’° Undoubtedly 
more patients would have remained on chlor- 
propamide therapy had initial dosage sched- 
ules been more conservative. 


The patients were generally wel! control- 
led on a single daily dose of chlorpropamide 
taken in the morning, but one patient (N.K.) 
appeared to be better controlled by a divided 
dose. 


Mild diabetic neuropathy was present in 
four patients at the beginning of chlorpro- 
pamide treatment. Complete remission of 
these symptoms occurred in the first three 
months of chlorpropamide treatment. 


Tolbutamide had previously been used in 
the treatment of nine patients of the pres- 
ent series. Of the six patients who had de- 
veloped secondary failure to tolbutamide, 
two responded to chlorpropamide but de- 
veloped side effects necessitating withdraw- 
al while three have remained satisfactorily 
controlled with chlorpropamide. The re- 
maining patient has been lost to follow-up. 
It is noteworthy that tolbutamide had not 
previously caused toxic reactions in any of 
these patients. 


No secondary failures to chlorpropamide 
were encountered in the present series. On 
the contrary, increased sensitivity to the 
hypoglycemic effects of the drug occasional- 
ly developed after prolonged treatment. 


Overall control of the sulfonylurea-sensi- 
tive diabetic state by chlorpropamide was 
considered in all cases superior to that which 
had been possible with insulin. 


Discussion 


The present limited but protracted study 
of chlorpropamide in the treatment of dia- 
betes mellitus is in general agreement with 
other reports."-'* The majority of these 
adult stable diabetics appeared to be admir- 
ably controlled by the drug given orally in a 
single daily dose of 250-500 mg. This dosage 
should probably not be exceeded, particularly 
in older patients who are more sensitive to 
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the hypoglycemic action of the drug. Because 
of this sensitivity initiation of therapy in 
geriatric age patients with doses as small 
as 100 mg. daily may be indicated. 


Eleven of the 17 patients started on chlor- 
propamide were successfully controlled and 
could be closely followed. After optimal 
dosage of chlorpropamide was determined, 
these patients maintained excellent diabetic 
control. No secondary failure to chlorpro- 
pamide occurred, in sharp contrast to tol- 
butamide.’’ It is of interest that the dia- 
betic neuropathy present in four of our pa- 
tients resolved itself after satisfactory con- 
trol of the diabetes with chlorpropamide. 
This is in contrast to the reported exacer- 
bation of diabetic neuropathy in patients 
taking tolbutamide.'® 


Intolerance to chlorpropamide prompted 
discontinuance of the drug in four of the 17 
patients. Fortunately, undesirable side ef- 
fects subsided rapidly and without residual 
complications when the drug was discon- 
tinued. There is evidence that gastrointes- 
tinal and hepatic side effects are related to 
the size of the dose of chlorpropamide. It 
appears possible that severe gastrointestinal 
symptoms may herald the development of 
hepatic involvement. 


The eventual place of chlorpropamide and 
other hypoglycemic sulfonylureas in the 
treatment of diabetes mellitus can be de- 
termined only after more prolonged study. 
In the meantime, there is encouraging evi- 
dence that these agents can control the ma- 
joritywof mature onset diabetics as well as, 
or even better, than insulin. It will be of 
interest to see if the apparent good control 
of diabetes frequently afforded by these 
agents will be reflected in the reduction of 
degenerative complications of the disease. 
The immediate advantages of such treat- 
ment to both patient and physician are ob- 
vious. 


In our experience chlorpropamide, by vir- 
tue of its greater potency, more consistent 
and more persistent action and the lack of 
secondary failure to its hypoglycemic effect, 
is the most suitable of the presently avail- 
able sulfonylureas for the long term treat- 
ment of diabetes. 
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Summary 


Seventeen diabetic patients treated with 
chlorpropamide are presented. Eleven of 
these patients (65%) remain satisfactorily 
controlled on the drug in daily doses of 250- 
500 mg. after treatment periods of at least 
one year. Six of these patients were classi- 
fied as secondary failures to tolbutamide 
therapy. No secondary failure of response 
to chlorpropamide has occurred in the pres- 
ent series. Delay in the onset of hypogly- 
cemia occurred in two patients, requiring 
reduction in dosage of chlorpropamide. 
Symptoms of diabetic neuropathy were pres- 
ent in four of the cases at the beginning of 
chlorpropamide therapy and disappeared 
early during treatment with this agent. Side 
effects to chlorpropamide, generally mani- 
fested as gastrointestinal symptoms, de- 
veloped in five patients one of whom de- 
veloped hepatitis. The side effects observed 
were believed to be due to excessive dosage 
of the drug. Transient elevation of serum 
alkaline phosphatase was found in five pa- 
tients of the present series. 
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Effect of Different Intrinsic Factor 
Preparations on Co-60 Vitamin B-12 
Uptake in Rat Liver Slices 


PHILIP C. JOHNSON* and THEDA B. DRISCOLL** 
Proc. Soc. Exper. Biol. and Med., 98: 731, 1958 


Miller and Hunter have shown that when radioactive 
Vitamin B-12 is incubated with slices of rat liver, some 
of the Vitamin B-12 will be absorbed on to the liver 
slice. When hog intrinsic factor is added to the media 
the portion of Vitamin B-12 absorbed to the liver slice 
increases. It is still not known whether or not this 
phenomenon is a result of intrinsic factor activity. In 
order to test whether this is so, gastric juice from 
hog, dog, rat and human along with a commercial 
hog intrinsic factor concentrate were incubated with 
rat liver slices. It was found that only the hog and 
dog gastric juice produced an enhancement of the 
Vitamin B-12 uptake. Since all of these gastric juices 
contain intrinsic factor activity, it can be presumed 
that intrinsic factor itself did not participate in this 
uptake. In addition these gastric juices were tested 
for their ability to correct the absorptive defect in 
pernicious anemia and for their ability to make Vita- 
min B-12 nondialyzable. No correlation was found be- 
tween their intrinsic factor activity in the human and 
their binding ability or to their effect on the rat liver 
slice. 

Chief, Radioisotope Service, VA Hospital and Associate 


Professor Medicine. 
*Biochemist, VA Hospital. 


The Hematologic Adaption of Patients with 
Hypoxia Due to Pulmonary Emphysema 


JAMES F. HAMMARSTEN,* W. H. WHITCOMB,** 
PHILIP C. JOHNSON,*** and J. R. LOWELL**** 


Am. Rev. Tuberc., 78: 391, 1958 


Sixteen patients with pulmonary emphysema and ar- 
terial oxygen saturation below 92 per cent were studied. 
None of these patients developed the expected hemo- 
globin concentration for this degree of hypoxia. There 
was no significant difference between these patients 
and 8 normal control subjects in regard to blood vol- 
ume, erythrocyte volume, reticulocyte count, hemo- 
globin, or iron turnover. The mean corpuscular vol- 
ume was increased and the mean corpuscular hemo- 
globin concentration was decreased. It is notable that 
these findings are at variance with those described 
for the anemia of infection, although the evidence does 
support the concept of bone-marrow arrest. A defect 
in the humoral mechanism mediating the hypoxic 
stimulus may exist. 

*Chief, Medical Service, VA Hospital and Associate Professor 
of Medicine. 

**Clinical Assistant in Medicine, VA Hospital. 

***Chief, Radioisotope Service, VA Hospital and Associate 


Professor of Medicine. 
****Resident Physician, VA Hospital. 
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Blood Flow Determined by the Use of 
Radioiodinated Serum Albumin and an 
Externally Placed Scintillator Detector 


GUNNAR SEVELIUS* and P. C. JOHNSON, M.D.,** 
Oklahoma City, Oklahoma 


Southern Med J., 52-9: 1058-1061, 1959 


A radioisotope method has been presented which 
allows one to determine cardiac output and peripheral 
organ blood flow. 


The technical design, graphical analysis and mathe- 
matical calculations have been described. Normal and 
abnormal values for coronary and kidney blood flow 
have been presented. This method is applicable to 
routine clinical testing. 

*Clinical Assistant, Oklahoma University Medical Center. 


**Chief, Radioisotope Service, VA Hospital and Associate 
Professor of Medicine. 


Glycosuria as a Cause of Falsely High 
Hydroxycorticoid Values 


PHILIP C. JOHNSON,* B. L. WULFF,** B. J. AL- 
BRIGHT,*** and KELLY M. WEST**** 


Diabetes, 7: 490-492, 1958 


When the 17 hydroxycorticoids are measured in the 
urine by the method of Silber and Porter falsely high 
values are produced by the presence of sugar. The 
value for the 17 hydroxycorticoid steroids will appear 
to double with 0.5% sugar and when 2% sugar is 
present this value will quadruple. The addition of 
sodium bisulfide to the urine prior to extraction with 
chloroform will prevent the interference caused by 
glycosuria. Unless this is kept in mind, diabetic pa- 
tients may be falsely diagnosed as having Cushing’s 
Disease. 

*Chief, Radioisotope Service, VA Hospital and Associate Pro- 
fessor of Medicine. 

**Technician, VA Hospital. 

***Technician, VA Hospital. 


****Staff Physician, VA Hospital and Assistant Professor of 
Medicine. 


Destruction of the Hypophysis With 
Radioactive Colloidal Chromic Phosphate 
In Cancer of the Prostate 


PHILIP C. JOHNSON,* KELLY M. WEST,** and B. J. 
RUTLEDGE*** 


J. Neurosurgery, 15: 519-527, 1958 


Six patients with far-advanced carcinoma of the 
prostate gland were treated by direct injection of ra- 
dioactive P-32 as colloidal chromic phosphate into the 
hypophysis. Five of these patients had had orchiec- 
tomy previously. The three patients who survived the 
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surgical procedure noted relief of bone pain. One of 
these three exhibited objective evidence of remission 
of tumor growth. Panhypopituitarism occurred in two 
of these three patients. In one patient this persisted 
until his death 10 weeks following surgery. In the other 
case hypopituitarism and diabetes insipidus produced 
by the procedure disappeared six months after surgery. 
Evidence was obtained that the colloidal chromic phos- 
phate disappears rapidly from the hypophysis after 
injection which, in our opinion, represents a distinct 
disadvantage. While this procedure resulted in bene- 
fit to some of the patients in whom it was tried the 
results did not appear to be good enough to warrant 
further study. 

*Chief, Radioisotope Service, VA Hospital and Associate Pro- 
fessor of Medicine. 

**Staff Physician, VA Hospital and Assistant Professor of 


Medicine. 
***Instructor in Surgery. 


The Erythropoietic Factor in Hypoxic 
Patients with Emphysema Without 
Secondary Polycythemia 


W. H. WHITCOMB,* R. M. BIRD,** P. C. JOHN- 
SON,*** J. F. HAMMARSTEN**** and M. 
MOORE***** 


A. M. A. Arch. Int. Med., 103: 871-875, 1959 


Patients with hypoxia due to pulmonary disease often 
fail to develop the polycythemia which normally oc- 
curs with similar degrees of hypoxia. The cause of 
this failure to respond to this degree of oxygen de- 
saturation is unknown. Using a rat assay for erythro- 
poietic factor, it was found that plasma from patients 
who were hypoxic as a result of pulmonary emphy- 
sema and who did not develop secondary polycythe- 
mia, contained quantities of erythropoietic factor 
greater than that seen in normal subjects. It would 
thus appear that production failure of erythropoietic 
factor is not the cause for failure of these individuals 
to respond to hypoxia. 

*Clinical Assistant in Medicine, VA Hospital. 

**Associate Professor of Medicine, Oklahoma University Med- 
ical Center. 

***Chief, Radioisotope Service, VA Hospital and Associate 
Professor of Medicine. 

****Chief, Medical Service, VA Hospital and Associate Pro- 


fessor of Medicine. 
*****Technician. VA Hospital. 


Metabolic Fate of Chlorpropamide in Man 


PHILIP C. JOHNSON,* ALLEN R. HENNES,** THEDA 
B. DRISCOLL,*** and KELLY M. WEST**** 


Ann. New York Acad. Sc., 74: 459, 1959 


Chlorpropamide (Diabinese) labeled with sulphur** 
was used to determine the metabolic fate of this drug. 
It was found that chlorpropamide disappeared from 
the serum with initial half time of approximately 4 
hours for tolbutamide (Orinase). Chlorpropamide is 
excreted almost entirely by the kidney without altera- 
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tion as is found with tolbutamide. 
fecal excretion was demonstrated. 


Only very slight 
Chlorpropamide 


«was made partially nondialyzable by serum proteins 


resulting in higher serum concentrations. Because this 
drug is not metabolized into an inactive product, and 
because its half time in the serum within the body 
is more prolonged than is tolbutamide, this drug may 
be given in smaller doses and less frequently than 
tolbutamide, thus giving chlorpropamide a clinical 
advantage. 

*Chief, Radioisotope Service, VA Hospital and Associate Pro- 
fessor of Medicine. 

**Assistant Chief, Medical Service, VA Hospital and Assistant 
Professor of Medicine. 

***Biochemist, VA Hospital. 


****Staff Physician, VA Hospital and Assistant Professor of 
Medicine. 


Calcium-45 Binding by Human Prealbumin 
P. C. JOHNSON,* W. O. SMITH,** and B. L. WULFF*** 
J. Appl. Phy., 14: 859-860, 1959 


Calcium-45 binding by human albumin and prealbu- 
min has been studied. Protein separation was per- 
formed by continuous paper electrophoresis. Calcium-45 
45 was added to the fractions and the mixture incu- 
bated at 37° centigrade for 24 hours. Unbound calcium- 
45 was removed by dialysis against tap water for 16 
hours, the pH of the fractions remained between 8.6-9.1 
at all times. Aliquots of the fractions were then count- 
ed with a micromil gas flow counter. The greatest spe- 
cific activity was found in several tubes preceding the 
albumin, i.e. with faster electrophoretic mobility than 
classical albumin. The calcium-binding ability of this 
fraction, which has been previously called ‘‘prealbu- 


” 


min,”’ exceeded that of classical albumin by sixfold. 


*Chief, Radioisotope Service, VA Hospital and Associate 
Professor of Medicine. 

**Assistant Chief, Radioisotope Service, VA Hospital and As- 
sistant Professor of Medicine. 

***Technician, VA Hospital. 


Myocardial Blood Flow Determined by Surface 
Counting and Ratio Formula 


GUNNAR SEVELIUS* and PHILIP C. JOHNSON** 
J. Lab. and Clin. Med., 54-5: 669-679, 1959 


A new method for determination of peripheral organ 
blood flow by a surface counting technique has been 
developed using radioiodinated serum albumin. By 
monitoring on the chest wall the time activity curve 
produced during the first passage of radioiodinated 
albumin through the heart and coronary vessels, it 
is possible to determine cardiac output and at the 
same time determine what portion cardiac output 
passes through the coronary circulation. This method 
is found to compare favorably with a more classical 
method for measuring coronary blood flow. This meth- 
od may have clinical use in the diagnosing of heart 
disease characterized by insufficent blood flow. 

*Clinical Assistant, Oklahoma University Medical Center. 


**Chief, Radioisotope Service, VA Hospital and Associate 
Professor of Medicine. 
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Regents Announce New Faculty Appointments 


Six staff members of the Federal Aviation 
Agency’s new Civil Aeromedical Research 
Institute, Oklahoma City, have been appoint- 
ed to part-time positions on the School of 
Medicine faculty. Five will teach in the De- 
partment of Physiology and one in the De- 
partment of Biochemistry. 


The appointments are among ten, includ- 
ing two full-time faculty members, approved 
by the University of Oklahoma Regents. 


Those from the Aeromedical group: Rob- 
ert T. Clark, Ph.D., acting Institute director, 
Bruno Balke, Ph.D., chief of the Biodynam- 
ics Branch, and George Thomas Hauty, 
Ph.D., head of the Psychology Branch, all 
named professors of research physiology; 
James Albert Green, Ph.D., chief of the Bio- 
chemistry Branch, named associate profes- 
sor of research biochemistry; Pei Chin 
Tang, Ph.D., Institute neurophysiologist, and 
Jess Mack McKenzie, Ph.D., chief of the 
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Hematology Section, given titles of associ- 
ate and assistant professor, respectively, of 
research physiology. 


One of the full-time appointments also is 
in the Department of Physiology. Joe Mit- 
chell Dabney, Ph.D., now a James W. Mc- 
Laughlin postdoctoral fellow at the Uni- 
versity of Texas Medical Branch, will be- 
come assistant professor of physiology Sep- 
tember 1. 


The second given a full-time position is 
Robert A. Patnode, Ph.D., chief of the Tu- 
berculosis Research Laboratory at the Wash- 
ington, D.C. Veterans Administration Hos- 
pital. He will come here in June as associate 
professor of microbiology. 


Two physicians were added to the part- 
time faculty. Robert Edward Ashley, (M.D., 
OU, 1955), superintendent of Central State 
Hospital, is a new clinical assistant in psy- 
chiatry, and Louis Joseph Bernard (M.D., 


525 








“~se eas 


.e 
~—ecares = « 


wre eS 


= oe 


ot seem oe ome 
eFC Fie SRO £. BEALS SE DS 


“ss. 


Meharry Medical College, 1950), became 


clinical assistant in surgery. 


Doctor Ashley took his residency training 
at Central State. Doctor Bernard was a 
National Cancer Institute research fellow 
at the University of Rochester for three 
years. He took surgery residencies at Hub- 
bard Hospital, Nashville, and Memorial Cen- 
ter for Cancer and Allied Diseases, New 
York City; was instructor and an Ameri- 
can Cancer Society clinical fellow at Me- 
harry before opening practice in Oklahoma 
City. 


All of the appointees from the Aeromedi- 
cal Research Institute came to Oklahoma 
City from the Air Force School of Aviation 
Medicine at Brooks Air Force Base, San An- 
tonio. They are studying problems in aging, 
performance and survival. 


Doctor Clark was head of the space Medi- 
cine Division of the Aerospace Medical cen- 
ter at Brooks. He holds a Doctor of Phil- 
osophy degree (physiology) from the Uni- 
versity of Rochester Medical School; is pres- 
ident of Southwestern section of the Society 
for Experimental Biology and Medicine; in 
1959 won the Air Force highest civilian 
award for outstanding performance. 


Doctor Balke, a native of Germany with 
M.D. and Ph.D. degrees from the Universi- 
ties of Berlin and Leipzig, was physiologist 
with the USAF School of Aviation Medicine 
at Randolph AFB from 1950-59, then head- 
ed the biodynamics branch at Brooks. Doc- 
tor Hauty (Ph.D., University of Rochester), 
was associate professor of experimental 
psychology in the Space Medicine Depart- 
ment. 


Doctor Green was awarded his Ph.D. at 
Rice Institute in 1956. He spent four years 
at the School of Aviation Medicine as as- 
sistant professor of medical physiology. 


Doctor Tang went to the University of 
Washington Medical School from his native 
China in 1949 and received his Ph.D. there 
in 1953. He also was on the School of Avia- 
tion Medicine faculty (physiology) for four 
years before coming here. Doctor McKenzie, 
former medical physiologist with the Space 
Medicine Department, is a Ph.D. graduate 
of the University of Texas Medical Branch. 
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The newcomer to the Microbiology De- 
« partment, Doctor Patnode, earned his Ph.D. 
degree at the University of Minnesota. He 
was bacteriologist and then acting chief of 
the Tuberculosis Unit, Communicable Dis- 
ease Center, Atlanta, Ga., before going with 
the Veterans Administration. He serves as 
research consultant to George Washington 
University. 


Doctor Dabney will return “home” to 
take the physiology department post. A 
former teacher at Oklahoma City’s Capitol 
Hill Highschool, he completed both his mas- 
ter’s and Ph.D. work at the OU Medical 
Center, later taught at Creighton Univer- 
sity School of Medicine, Omaha. 


New Professorships 
Announced by Regents 


Three faculty members were made pro- 
fessors emeritus and eight were advanced 
to the rank of full professorship in recent 
action. Altogether, University of Oklahoma 
Regents approved a total of 62 promotions 
at the School of Medicine. 


New professors emeritus are Clark H. 
Hall, M.D., in pediatrics; Joseph C. Mc- 
Donald, M.D., and Theodore G. Wails, M.D., 
both in otorhinolaryngology. 


Moving up from associate professor to 
professor are Alice M. Brues, Ph.D., in an- 
atomy, and W. W. Schottstaedt, M.D., chair- 
man of the Department of Preventive Medi- 
cine and Public Health, who also holds con- 
sultant professorships in psychiatry and 
medicine. Ranwel Caputto, M.D., of the 
Oklahoma Medical Research Institute staff, 
was named professor of research biochem- 
istry. 


Those with the new title of clinical pro- 
fessor are Meredith M. Appleton, M.D., and 
Jim M. Taylor, M.D., in urology, Harry L. 
Deupree, M.D., in obstetrics, Ella Mary 
George, M.D., in physical medicine, and Paul 
M. Vickers, M.D., in surgery. 


Other promotions: from assistant to as- 
sociate professor: in orthopedic surgery— 
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James C. Amspacher, M.D., Robert P. Holt, 
M.D., John R. Stacy, M.D., and William 
L. Waldrop, M.D.; obstetrics—Charles D. 
Bodine, M.D., and Robert D. McKee, M.D.; 


Surgery—Vance A. Bradford, M.D., John 
A. Cunningham, M.D., Harrell C. Dodson 
Jr., M.D., Edward M. Farris, M.D., Robert 
D. Hirschi, D.D.S., A. C. Lisle, M.D., Rob- 
ert A. Rix, M.D., Charles H. Wilson, M.D., 
and Leroy D. Wright, D.M.D.; 


Medicine—William T. Bynum, M.D., Loyal 
L. Conrad, M.D., and Ephraim Goldfain, 
M.D.; ophthalmology, Richard A. Clay, 
M.D.; urology—Clarence B. Dawson, M.D., 
and John H. Dunn, M.D.; otorhinolaryn- 
gology—Jack V. D. Hough, M.D.; physi- 
ology—M. Jack Keyl, Ph.D.; dermatology— 
William G. McCreight, M.D., and Robert J. 
Morgan, M.D.; preventive medicine and pub- 
lic health—McWilson Warren, Ph.D. 


From instructor to assistant professor: 
in obstetrics—Joe H. Coley, M.D.; medicine 
—Arthur F. Elliott, M.D., Sam N. Musal- 





lam, M.D., William R. Paschal, M.D., Wil- 
liam H. Reiff, M.D., and William B. Thomp- 
son, M.D.; dermatology—Mark A. Everett, 
M.D., and Lloyd A. Owens, M.D.; 


Ophthalmology—Emil P. Farris, M.D., 
William H. Garnier, M.D., and Robert W. 
King, M.D.; preventive medicine and pub- 
lic health—Pearl D. Fisher, Ph.D.; ortho- 
pedic surgery—William A. Miller, M.D. 


From clinical assistant to instructor: in 
medicine—Julien Bahr, M.D., Charles W. 
Cathey, M.D., Ted Clemens Jr., M.D., and 
James K. DeVore, M.D.; surgery—William 
O. Coleman, M.D., Robert A. McLauchlin, 
M.D., and Hugh F. Maguire, D.D.S.; obstet- 
rics—William F. Hood Jr., M.D.; ophthal- 
mology—Samuel B. Leslie, M.D.; psychiatry 
—James A. Cox, M.D. 


From visiting leeturer to instructor—For- 
est R. Brown, M.D., in preventive medicine 
and public health. From junior clinical as- 
sistant to clinical assistant—Joseph T. Her- 
belin, M.D., in anesthesiology. 





October 24, 25, 26, 1960 


Robert P. Allen, M.D. 

Stuart D. Arhelger, M.D. 

Don W. Chapman, M.D. 
Wesley E. Compere, Jr., M.D. 
Clifford F. Gastineau, M.D. 
Louis J. Girard, M.D. 

Charles F. Gregory, M.D. 
Stanley F. Hampton, M.D. 





13th Annual Conference 


OKLAHOMA CITY CLINICAL SOCIETY 


Oklahoma City 


Guest Speakers 
Howard C. Hopps, M.D. 
Howard W. Jones, Jr., M.D. 
Edward T. Krementz, M.D. 
Walter C. Lobitz, Jr., M.D. 
Theo C. Panos, M.D. 
E. H. Parsons, M.D. 
Robert A. Ross, M.D. 
Dr. John H. Furbay 


Acceptable for 12 hours Credit, Category 1, by the American Academy of General Practice 


Biltmore Hotel 
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The Opportunity For Tax Reform 


My INVITATION was to talk about prac- 
tical opportunities for tax reduction. In do- 
ing so, I believe the logical place to start is 
with the budget and expenditures. 


Some may feel that the predicted $4.2- 
billion surplus for fiscal 1961 means we will 
have a general tax cut this year. I do not 
believe this will or should happen as things 
now appear. 


In the first place, there is a question as 
to whether we will really have a $4.2-billion 
surplus as the President predicted. Budget 
estimating is a risky business. You may 
remember that only two years ago the Presi- 
dent predicted a surplus for fiscal year 1959 
and we ended with a $12.4 billion deficit. 


A federal budget is not written on a clean 
slate. A part of it is a guess as to the size 
of expenditures under pre-existing laws. A 
good example is payments to veterans. The 
total cost for any year is simply a matter of 
how many eligible veterans there are using 
these provisions. 


In the area of agriculture, the estimate of 
the cost of the support commitments in the 
law is a guess as to such things as the 
weather, good or bad crop conditions, and 
market demand. 


The accuracy of the $9.6-billion estimate 
for interest on the federal debt depends 
largely on future business conditions and 


*Presented at the Freedom Forum 111, February 3, 1960, at 
Oklahoma Christian College, Oklahoma City, Oklahoma. 
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on the monetary policy of the Federal Re- 
serve Board. The estimate of interest costs 
for the current fiscal year is now approxi- 
mately $1.2-billion above the budget predic- 
tion made just one year ago. 


The expenditure forecast can miss actual 
spending quite widely due to unpredictable 
factors. 


Another uncertainty as to the budget sur- 
plus is that the budget assumes that all the 
President’s legislative recommendations will 
be enacted. This, I dare say, never happens. 
Again this year the expenditures carry a 
postal deficit, for example, which is reduced 
by $554-million on the assumption that the 
Congress will act on the recommendation to 
increase postal rates. This increase was 
specifically voted down last year and will 
not, in my opinion, pass this year. 


The most difficult prediction problem in 
the budget is forecasting revenue. This in- 
volves business conditions 18 months in ad- 
vance. Compared to other recent economic 
outlook studies, the President’s outlook ap- 
pears moderately optimistic although cer- 
tainly within the realm of possibility. A 
somewhat slower growth in the economy 
than he predicts could easily mean budget 
receipts of less than the figure in the budget 
document. 


Although we should strive to attain it, we 
can by no means be sure of a $4.2-billion 
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surplus. It is nevertheless, timely to dis- 
cuss priorities for action if we should be- 
come convinced that it or something close 
to it will occur. 


Many urge that first priority should be 
given to increased expenditures such as for 
lefense, education, housing, highways, etc. 
[he Congress is now reviewing the missile 
ag and our capability for limited war. There 
vill be much debate in the Congress in this 
ind other areas of expenditures. 


If the receipts estimate should prove to be 
.ecurate and if the Congress does not vote 
significant changes in recommended expen- 
liture, we then face the question of priority 
retween tax reduction and debt reduction. 
As I stated, I do not think an immediate 
reneral tax cut can be justified. Nor do I 
velieve that our citizens will be dissatisfied 
with a $4-billion surplus being applied to 
debt reduction. The economic outlook un- 
lerlying the budget forecast is essentially a 
‘ontinuation of the inflationary situation 
which has beset us now for quite a few 
vears. A budget surplus is an effective way 
f dealing with this inflationary pressure 
and is at present a basic requirement. 


I have always urged that we plan our tax 
and expenditure programs to produce sur- 
pluses in good years to approximately meet 
the deficits of recession years. Much of the 
trouble that we are experiencing today, in 
my opinion, arises because we have not fol- 
lowed such a plan in the past. In fact, we 
have operated fiscal policy in such a way 
as to produce surpluses in only four of the 
last 29 years. 


What are the prospects for tax reduction 
through expenditure limitations over the 
longer run? 


As I stated, legislation calling for large 
continuing expenditures is already on the 
books. Here are a few examples. We have 
commitments for highway expenditures run- 
ning into the mid-1970’s. Outstanding im- 
provement amount at the present time to 
some $17-billion. The commitment to future 
veterans benefits and government retire- 
ment payments at the present time amount 
to something more than $350-billion. 


In spite of these known commitments and 
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if expenditures are prevented from rising 
as rapidly as tax revenues rise in a growing 
economy, some reduction in tax rates can be 
enacted through this action alone. But such 
reduction in my opinion cannot be enacted 
in anticipation of freezing or reducing ex- 
penditure levels, but only after those condi- 
tions have materialized. 


I will now turn from a consideration of 
the budget outlook as a basis for tax reduc- 
tion to the possibility of tax reform that can 
provide a reduction in rates. 


It is my view that tax reform is always 
timely provided equitable and desirable pro- 
posals which are practical of enactment can 
be made in our tax system. The Congress 
should periodically review the operation of 
our tax system and the relative burdens im- 
posed on our citizens in order to assure the 
fair sharing of the burden of necessary tax- 
ation. 


All too often, however, tax revision or 
reform programs have resulted primarily in 
enactment of legislative proposals for spe- 
cial tax relief, or, for the elimination of so- 
called discriminations by the extension of 
the application of existing relief provisions 
to additional taxpayer groups. Frequently 
these programs have resulted in provisions 
which were designed to meet some special so- 
cial or economic need existing at the time 
of their enactment. Once entrenched in the 
law, such provisions have proven to be self- 
perpetuating and self-proliferating and have 
been retained and expanded even through ob- 
jectives which were their initial justifica- 
tion. Historically, therefore, tax revision 
and reform programs have more often than 
not resulted in what has been aptly termed 
an erosion or a narrowing of the tax base. 
This, in turn, has resulted in the consequent 
necessity of imposing high tax rates in or- 
der to obtain the revenues needed to meet 
the costs of government operation. 


In my opinion, our tax rates are too high 
and they have a strong tendency to blunt 
incentives and stifle economic growth. As 
you know, a large part of our present In- 
ternal Revenue Code, including its high rate 
structure, had it origins during wartime 
when concern over economic growth was 
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not a factor which had to be considered, and 
it still persists today in virtually the same 
form though its adverse impact upon incen- 
tives and economic growth and stability in 
a peacetime economy is becoming increas- 
ingly evident. 


There is a general agreement that in or- 
der for this country to maintain its eco- 
nomic strength domestically and to continue 
in its dominant position in today’s world, 
our rate of economic growth in the next 
decade must exceed that of any previous 
decade in history. As a part of achieving 
this objective there must be a substantial 
revision of our war-engendered and revenue- 
inspired tax system in view of the strong 
doubt that such growth can be attained un- 
der our present tax system. This is particu- 
larly true under out present high rate struc- 
ture which, because of its rates and the un- 
evenness of its application, limits initiative 
and causes tax considerations to over-ride 
business decisions which would otherwise be 
dictated by the signals of the market place. 


Although it is my firm conviction that 
the basic purpose of taxation is to raise reve- 
nues required to meet the costs of govern- 
ment, gearing tax revision and reform to 
the objective of economic growth and sta- 
bility is in no way inconsistent with this 
viewpoint. 


It is obvious that when the cost of federal 
government accounts for approximately one- 
fifth of the total activity of the economy, 
we cannot ignore the economic impact of 
taxes. 


With these factors in mind, the Commit- 
tee on Ways and Means has under way an 
inquiry into the operation of our tax system 
under today’s economy. 


It is my view that the major objective of 
tax reform is a reduction in our stultifying 
tax rates and that this may not be possible 
to the extent required except through broad- 
ening the tax base. In arriving at this ob- 
jective we must strive to develop a tax sys- 
tem that is characterized by fairness and 
equity in the distribution of tax burdens; 
that is conducive to the attainment of a de- 
sired rate of economic growth in the years 
ahead; that is neutral in economic impact 


530 


and interferes as little as possible with 
the operation of the free market mechanism 
in directing resources into the most produc- 
tive uses; and that affords greater ease of 
taxpayer compliance and governmental ad- 
ministration. 


The first phase looking toward this end 
was initiated by a five-week period of panel 
discussions before the Committee late last 
fall. These discussions were designed to pre- 
sent an appraisal of our present income tax 
system in the light of the objectives that I 
have just mentioned and particular atten- 
tion was given to the various provisions of 
the income tax law which serve either to 
narrow the tax base or to provide differen- 
tial treatment for items included in such 
base, in order to permit a re-evaluation of 
their original social or economic justifica- 
tions for inclusion in the Code in light of 
conditions as they exist today. 


One of the proposals advanced by some 
panelists is the concept of imputed rent. 
This concept, which is primarily an economic 
concept, rather than a tax concept, would im- 
pute as income to a home owner the net rent- 
al value of his house and is included in the 
Department of Commerce’s figures of an- 
nual total personal income. It was discussed 
in connection with a consideration of ex- 
clusions and deductions from income. Some 
panelists proposed that the deductions pres- 
ently allowed for interest on home mort- 
gages and for real estate taxes should be 
offset by the inclusion of the related imput- 
ed rent in gross income. Alternatively, it 
was suggested that the failure to include 
imputed rent in gross income was sufficient 
justification for a denial of these deductions. 
The discussions developed that there are 
serious questions as to Constitutionality, ad- 
ministrative feasibility and desirability that 
far outweigh any economic concept for in- 
cluding this in the tax base. 


There were a number of other suggestions 
made by. the panelists which would broaden 
the tax base by including in income certain 
cash payments which are presently exempt 
from tax, such as veterans’ disability pen- 
sions. These items are “income” in the 
broad economic sense and their exemption 
from tax is a preference. However, their 
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inclusion in the tax base, as a practical mat- 
ter, would not increase net revenues that 
could be used for rate reduction since the 
effective reduction in the amount of such 
payments that would result from making 
them taxable would very likely be offset by 
a compensating increase in the amount of 
such payments in order to maintain the 
status quo of the recipients. This is a case 
where theoretically the elimination of a pref- 
erence might lead to greater fairness and 
equity among taxpayers but as a practical 
matter there would be no increase of reve- 
nue available for reduction in tax rates in 
end result since any revenue gains would 
most likely be offset by increased appropria- 
tion expenditures. 


A like proposal for expanding the tax base 
was one that would include Social Security 
benefit payments in income but would allow 
employees a current deduction for the 
amount of their contributions to this system. 


Under present law, as you know, an em- 
ployer’s share of Social Security contribu- 
tions made for the benefit of his employees 
is deductible, and hence exempt from tax, 
even though the full amount of the Social 
Security benefit received by an employee 
upon disability or retirement is also exempt. 
Thus, no tax is ever paid on the funds used 
by an employer to make these contributions 
—either by the employer or by the employee. 
Here again fairness and equity might be 
considered to call for the elimination of this 
preference; however, such elimination would 
give rise to demands for an increase in So- 
cial Security benefits to offset any additional 
taxes imposed on the beneficiary. Analysis 
of the suggestion in this context indicates, 
in addition, that the combination of includ- 
ing the Social Security benefits in the base 
and exclusion of all contributions at the time 
made to the Fund would actually produce 
less net revenue. It is highly questionable, 
therefore, whether the adoption of this pro- 
posal would result in any overall improve- 
ment. 


These types of suggestions as well as some 
others made by some of the panelists for 
revising the law are really not the type of 
changes which are basically needed in my 
opinion in connection with tax reform. They 
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are either impossible of administration or 
else would make no contribution by their 
inclusion in a sound rate reduction program. 


Suggestions were also made for broaden- 
ing the tax base by curtailing or eliminating 
a number of the personal deductions that 
are presently allowed in computing taxable 
income. In this area there was no firm 
agreement among the panelists as to which 
of the various deductions now existing could 
be eliminated, but I believe that all agreed 
that some of the deductions should not be 
eliminated. Whereas it may be that all of 
the deductions now accorded to taxpayers 
cannot be justified, as I believe, it is equally 
true that some of these deductions do ac- 
complish social or economic objectives. This 
area, like all other areas, if viewed strictly 
from the standpoint of tax policy, including 
ease of taxpayer compliance and administra- 
tion, would present no real difficulty of de- 
cision, but before action can finally be taken 
all other factors must be weighed. I have 
often pointed out what could happen to the 
rate structure if they were eliminated, but 
I have reached no final conclusion as to 
which of these should or can be eliminated. 


In the area of business deductions, you 
as businessmen interested in depreciation 
allowances, will probably be pleased to learn 
that the majority of the panel experts that 
discussed this subject were in favor of in- 
creased, rather than decreased, depreciation 
allowances. Among other things, it was sug- 
gested that this be accomplished by accel- 
erating depreciation deductions through 
shortening depreciable lives, increasing the 
allowable depreciation rates, or allowing 
larger initial write-offs in the year of ac- 
quisition. Proponents of these accelerated 
depreciation proposals would also provide 
ordinary income treatment rather than cap- 
ital gain treatment to the proceeds received 
on the ultimate disposition of rapidly-de- 
preciated assets. 


The panel of experts on the subject of de- 
preciation presented compelling arguments 
as to the adverse effect of present deprecia- 
tion policies on the growth of our economy 
and on the ability of our manufacturers to 
compete in either the domestic or world 
markets with their foreign competitors. In 
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this connection, let me reiterate what I have 
said earlier—that is, that in my view, gear- 
ing tax reform to the objective of economic 
growth is not inconsistent with the basic 
purpose of taxation—the raising of revenue. 
However, the advantages of the adoption of 
liberalized depreciation rules and the re- 
sultant effect on revenues must be balanced 
against the distortion that would inevitably 
result in the distribution of the total tax 
burden among other sectors of the economy. 
It is conflicting factors such as these that 
the Committee must weigh in its overall con- 
sideration of a program of tax revision and 
reform. 


I regret that time does not permit me to 
refer to all the major topics covered in the 
panel discussion. 


The Committee on Ways and Means in 
my opinion has been impressed with the 
magnitude of the job of reaching a sound 
judgment with respect to what changes 
should be made in our income tax structure 
and in the manner in which changes should 
be made in those areas which do appear to 
offer some practical possibility of achieve- 
ment. 


As I have said many times before, con- 
structive tax reform cannot be accomplished 
overnight in view of the extreme care and 
thorough-going analysis that must be given 
to the various proposals that have been made. 
However, evidence was presented to the 
Committee that certainly justifies our max- 
imum efforts in this undertaking. For ex- 
ample, it is stated that the elimination of 
the major preferences and differentials pres- 
ently contained in the Internal Revenue 
Code would permit a 30 per cent across-the- 
board reduction in rates without sacrificing 
present revenues. This would mean that 
the present individual rate scale that starts 
at 20 per cent and progresses to a maximum 
of 91 per cent could be reduced to about 14 
per cent and 64 per cent respectively. Even 
if only some of these preferences and dif- 
ferentials were eliminated, the evidence in- 
dicated that we could have a 20 per cent 
rate reduction across-the-board and thus 
have a minimum 16 per cent rate and a max- 
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imum 73 per cent rate without jeopardizing 
the revenues. Similar percentage reductions 
could also be expected in corporate income 
tax rates. 


It should also be pointed out that during 
the course of the panel discussions the Com- 
mittee not only looked to possible changes 
in the law itself but also to the whole broad 
area of administration of the existing pro- 
visions of the Code to determine whether 
there are areas wherein collections of reve- 
nues can be improved. Some witnesses 
pointed out the possibility that as much as 
$28-billion of personal income presently sub- 
ject to tax might be escaping taxation. 


This would represent, in terms of revenue, 
perhaps as much as $5-billion. If this were 
found to be true, and if this amount of reve- 
nue could be collected and thus added to the 
$4-billion surplus which has been predicted 
if it materializes and is available to be used, 
we could reduce rates by 20 per cent across- 
the-board. 


While a reduction in rates is the primary 
objective of the revision and reform study 
of the Committee, we are seeking at the 
same time a system with greater simplicity, 
greater ease of compliance, and better en- 
forcement procedures. The balancing of 
these with the other factors that I have men- 
tioned precludes our coming up with over- 
all revision legislation promptly. 


Should it develop that expenditures can 
be reduced, I would agree with those who 
contend that this is the easier and most ex- 
peditious way to achieve prompt tax rate 
reduction. However, to produce a fair and 
equitable tax system that is easy to enforce 
and that is conducive to sustained economic 
growth is a much more difficult and time- 
consuming task, particularly if revenue re- 
quirements continue at their present or even 
higher levels. The attainment of such a 
system, in my opinion, will require more 
than merely its sponsorship by a Committee 
of the Congress. It can be realized only by 
the full and active support of the public 
generally and businessmen such as you in 
particular. 
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Rounding out 20 years chool 
principal, in Oklahoma City, the author was born 
of onetime slaves who homesteaded near Fallis. 
Starting as “head teacher” at a Crescent 2-room 
school, he has become acknowledged dean of 
Oklahoma Negro educators. 











If | Were 21 Again* 


F. D. MOON 


When the shadows have begun to lengthen 
slightly toward the sunset, the suggestion 
of going back to 21 quickens the imagina- 
tion. 


Out of my first 21 flow such names as 
Woodrow Wilson, Lloyd George, Clemen- 
ceau, Von Hindenberg, Col. Charles Young 
and General Pershing. One hums again such 
songs as “Keep the Home Fires Burning,” 
“Tt’s a Long Way to Tipperary,” and, may- 
be, “The Beale Street Blues.” 


One recalls such significant events as the 
mass migration of Negroes to the north to 
work in the factories and the rebirth of the 
Ku Klux Klan as a device for dimming the 
hopes of black soldiers returning from 
Flanders fields and the Argonne Forests in 
a crusade to “make the world safe for de- 
mocracy.”’ 


Back to 21 a second time for me would 
find new words, new concepts and new 


horizons — “‘sputniks,” “in orbit,” “space 
age,” “jet propulsion,” “ballistic missiles,” 
“integration,” “White Citizens’ Councils,” 


“open heart surgery” and “Civil Rights.” 


New names, such as Eisenhower, Khru- 
shchev, De Gaulle, Nehru, Nkrumah, Nas- 
ser are on the tongues of millions. 


The spotlight of teeming millions has 
shifted now to India, Pakistan, Red China, 
Israel, Jordan, Sudan, Ghanna, Egypt, Ethi- 
opia, Liberia, Kenya and Japan. 


*Reprinted through the courtesy of the Oklahoma City 
Times, February 10, 1960. 
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Since the educational, economic and social 
patterns for my people today have a much 
brighter hue, if I were 21 again I would 
urge Negro youth to move into many new 
vocations of semi-skilled and very technical 
types. 


I would urge them to prepare to answer 
the call for entrance into petroleum, and 
other branches of engineering, architecture, 
mental health careers, aviation and all areas 
of productive labor, relying upon the deep- 
ening social conscience of justice and equal 
opportunity to be the yeast to leaven the 
whole gamut of job opportunity in our 
society. 


There is a common thread which runs 
through these four decades. In spite of all 
the modern miracles in medicine, outer 
space, longer life span and the staggering 
evolution of the mass media of communica- 
tion and transportation, human nature re- 
mains largely unchanged. 


Shall I cite an illustration in support of 
the constancy or similarity of human nature 
down through the ages? The Oriental In- 
stitute on the campus of the University of 
Chicago houses relics of Egyptian, Assyrian 
and Babylonian antiquity. 


In the Babylonian department were many 
inscriptions written upon tablets of clay. 
When translated one inscription read, “A 
receipt for 20 donkey loads of hay.” An- 
other translation was entitled, “A promis- 
sory note to repay a loan for so many donkey 
loads of hay.” 


(Continued on Page 555) 
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PRESIDENT'S LETTER 





The annual meeting of the American Medical Association has turned out to be the big- 
gest medical show on earth, and the meeting this past month in Miami Beach, Florida was 
one of the best, with over 8,000 physicians registered in attendance. The administrative 
side of the meeting is run most efficiently with the House of Delegates meeting on the first 
day to hear messages from the outgoing president of the Association and various other dig- 
nitaries and then going through the routine business of reports of committees and councils 
plus the introduction of resolutions from the various State Associations and in some in- 
stances, from individuals. The second day these resolutions are taken up for discussion by 
the various committees to which they are assigned, meeting rooms being set aside of suf- 
ficient size that each committee can have 100 or 200 physicians who are interested in at- 
tendance at the committee sessions. These sessions go on all day. 


The delegation from the Oklahoma State Medical Association met immediately follow- 
ing the first day’s activities and each of our men was assigned to attend a given committee 
session. These so-called Reference Committees evolve into the real policy-making segment 
of the AMA and their sessions are open to all AMA members. The Reference Committee 
work goes on through the second day of the meeting and recommendations are then pre- 
sented to the House of Delegates on the third day. This, again, is an all day session and 
continues over into the morning of the fourth day, so that there are three and one-half 
days of administrative business for physicians who are sent to these meetings by the con- 
stituent associations. The average physician attending an AMA convention sees none of this 
work in the House of Delegates and the various committees, and it looks to be a very drab 
affair on casual observation. It is tedious work. Every phrase and every word of expres- 
sion from this administrative body of the AMA must be carefully chosen to represent ex- 
actly what decisions the some 180,000 physician-members wish to be official expressions. 


Your Delegates, Wilkie Hoover and Malcolm Phelps, and Alternate Delegates, Joe Duer 
and R. Q. Goodwin, serve you well. 


Ze aa) 


Walter E. Brown, M.D. 
President 
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anxiety-tension 
specify 


D ; . 
a tal dihydrochloride 


brand of thiopropazate dihydrochloride 


for rapid relief of anxiety manifestations 


You will find Dartal outstandingly beneficial 
in management of the anxiety-tension states 
so frequent in hypertensive or menopausal 
patients. And Dartal is particularly useful 
in the treatment of anxiety associated with 
cardiovascular or gastrointestinal disease, or 
the tension experienced by the obese patient 
on restricted diet. You can expect consistent 
results with Dartal in general office practice. 


with low dosage: Only one 2, 5 or 10 mg. tablet 
t.i.d. with relative safety: Evidence indicates Dartal 
is not icterogenic. 


Clinical reports on Dartal: 1. Edisen, C. B., and Samuels, 
A.S.: A.M.A. Arch. Neurol. & Psychiat. 80:481 (Oct.) 1958. 
2. Ferrand, P. T.: Minnesota Med. 41:853 (Dec.) 1958. 
3. Mathews, F. P.: Am. J. Psychiat. 114:1034 (May) 1958. 
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Oklahomans Reject Forand-Type 
Health Programs 


The position of organized medicine in op- 
position to providing health care for the 
aged through the Social Security mechan- 
ism received the endorsement of Oklahoma 
citizens during the closing minutes of the 
Oklahoma White House Conference on 
Aging, held June 7, 8, and 9, in Norman. 
Nearly four hundred delegates to the con- 
ference rejected a last minute proposal to 
recommend consideration for the Social Se- 
curity approach, despite considerable effort 
by the AF of L-CIO to ramrod the motion 
through. 


While the decision was not unanimous, 
medical representatives considered the mat- 
ter a major victory and were pleased to 
learn that the majority of citizens object 
to Federal intervention, preferring to solve 
problems on a local basis. The decision ef- 
fectively refuted the claims of some Con- 
gressmen who have ballyhooed that the peo- 
ple want nothing short of the Forand Bill 
proposal. 


During the lengthy discussion of the is- 
sue, physicians informed the group of the 
position of medicine toward such broad- 
scale legislation. It was pointed out that the 
Forand Bill would cost taxpayers over $2 
billion per year to provide health care to all 
persons over 65 on the Social Security rolls. 
The delegates were also reminded that such 
a system would not benefit many of the 
needy elderly, since they would not qualify 
for Social Security. The infamous history 
of social insurance programs in other coun- 
tries was traced for the delegates, and med- 
ical spokesmen urged a conservative ap- 
proach to the problem. 
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Report on White House Conference on Aging 





Other States to Meet 


Oklahoma’s conference was one of the 
first state meetings to be held during 1960. 
Every state in the nation will soon hold 
similar meetings, and delegates will be ap- 
pointed to represent the states at a national 
White House Conference on Aging, sched- 
uled to be held in Washington, D.C. in Janu- 
ary, 1961. From the national meeting will 
come recommendations to the President 
which may very well shape the future course 
of Federal lawmakers. 


Conference Recommendations 


A complete report of the Oklahoma recom- 
mendations follows, grouped according to 
the governmental level where directed: 


Recommendations to the Community 


* Recognizing that many older people 
may not be able physically to work a full 
eight hour day or forty hour week, consid- 
eration should be given reduced work pe- 
riod for older employees and consideration 
to the employment of older employees on a 
part-time basis. 


* Through cooperation of the hospitals 
and medical profession, provide health in- 
surance and care that older people can get 
at reasonable cost. 


* Promote and project educational pro- 
grams to educate people of all ages to plan 
for their own old age security. 


* That local communities be encouraged 
to explore and utilize all resources, local 
and state, for the vocational rehabilitation 
of older disabled workers. 


* Recommended: To expand and encour- 
age the use of Visiting Nurse programs and 
Home-Care services as well as promoting 
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the training of lay individuals who are 
called upon to provide home care of the ill. 


* That communities establish Community 
Councils for Adult Activities which will in- 
clude consideration for older citizens. 


¢ That the Community Councils arrange 
programs for the home bound with the as- 
sistance of other agencies and organizations. 


* That Oklahoma communities be urged to 
provide good public library service to the 
aging and to those working with the aging. 


* Each community should study its own 
housing problems and make provisions for 
necessary action to meet needs. Each com- 
munity should have a fact finding central 
group (for example, Mayor’s Committee, 
Chamber of Commerce, Council of Social 
Agencies, Rural Development Council, etc.) 
for assembling information regarding hous- 
ing needs of the aging, the facilities avail- 
able and planned, and the resources, public 
and private, which may be made available. 
This fact finding body should function on a 
continuing basis and exchange information 
with the central state coordinating group. 


© The private builders, churches, and busi- 
ness men should be encouraged to take the 
lead in building low-cost housing of small, 
low-energy-type homes and make them avail- 
able to low income Senior Citizens either on 
rental basis or long-term purchase plan. 
Each community should take advantage of 
private resources, public laws and services 
to provide various types of housing accord- 
ing to anticipated needs of the aging based 
on population trends, income, health, etc. 


e A review of housing laws, building codes 
and standards, to provide accurate informa- 
tion and serve as a basis for additional legis- 
lation, if needed, to provide safe and sani- 
tary housing for the aging and for enforce- 
ment of regulations. 


* Rest home and nursing home facilities 
should be expanded and improved for the 
care of those older persons who need sup- 
ervising and nursing care. There should be 
more rigid supervision, classification accord- 
ing to facilities, training, and suitability for 
various types of patients. In service train- 
ing in nursing and psychological principles 
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should be given to the personnel of these 
homes to insure better care, both physical 
and emotional. 


* Mental health clinics should be estab- 
lished by the communities to provide treat- 
ment, consultation, diagnosis and community 
education. Although serving all age groups 
these clinics would provide essential mental 
health services to the older person in his 
own community. 


* Community volunteer programs should 
be organized under the supervision of a pro- 
fessional person: (a) to provide direct serv- 
ice to the older person such as providing 
transportation, stimulating activity inter- 
ests, helping with everyday needs, etc. and 
‘b) to encourage ‘senior citizens in volun- 
teering their services. 


®*We recommend that communities or- 
ganize a board made up of members from 
local and civie organizations to coordinate 
social services at local level. 


* Recommend that the county medical as- 
sociation committee on aging continue its 
efforts to bring about the formation of state 
and local committees on aging to advise ad- 
ministrators of nursing homes and homes 
for the aged concerning their programming 
of medical care. 


¢ That community leaders accept respon- 
sibility for stimulating community interest 
and action in solving the problems of aging. 


¢ That each community utilize fully its 
local resources in identifying, defining, and 
trying to solve problems relating to an aging 
population, then that consultant services of 
colleges, universities and other state agen- 
cies be sought if necessary. 


Recommendations to the State 
¢ Program of training and re-training of 
older workers, to be promoted by the State 
Board of Education and Educational Insti- 
tutions. 


* Request the legislature to create an of- 
fice to promote the employment of the elder- 
ly patterned after the existing office for 
employment of the physically handicapped. 


¢ In consideration of the needs eligibility 
for old age assistance increase the amount 
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of reserve holdings permissible to qualify 
for assistance. 


* That there be developed at the state level 
a comprehensive diagnostic evaluation and 
treatment center (or centers) (preferably 
in connection with the University of Okla- 
homa School of Medicine) to determine the 
extent of disability, aptitudes and charac- 
teristics essential to the training and em- 
ployment of older disabled persons. 


* That the people of Oklahoma approve 
state question 390 allowing the taxpayers of 
each county to assess themselves up to 214 
mills to be used only for the operation of a 
local county Health Department. 


*It is further recommended that the 
County Commissioners be statutorily re- 
quired to appropriate from the county gen- 
eral funds to supply needed medical care 
and diagnostic services to the medically in- 
digent. 


¢ It is further recommended that the State 
Health Department through local County 
Health Departments develop geriatric and 
rehabilitation clinics in the principal urban 
areas of the various geographic areas of the 
state. 


* It is recommended that a communica- 
tions and coordination unit be established 
by county medical societies, public health 
units and community leaders in order to 
maintain effective liaison and voluntary 
programs to assist the needy elderly in the 
prevention of illness and correction of health 
problems. In order to accomplish the above, 
it is recommended that the Governor estab- 
lish, under his direction, a “dollar-a-year” 
type Committee on Aging, with a full-time 
Executive Director. The committee should 
be comprised of professional, educational, 
religious and business leaders of the state, 
with sufficient staggered tenure to permit 
continuity of planning. The committee must 
be free from politics and from the control 
of any agency or department of government. 
Similarly constituted committees should be 
established at the county level. 


* It is recommended that a dental school 
be established in the State of Oklahoma in 
order to improve the supply of personnel and 
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thus the quantity and quality of dental serv- 
ice available to the aged. 


* That a State Resource center be estab- 
lished to disseminate information, provide 
consultant services and act as a clearing 
house for communities in conducting edu- 
cational and recreational programs for old- 
er citizens. 


¢ That there be a greater emphasis by 
educational institutions, professional associa- 
tions, and other agencies on providing good 
training for those who work with older 
adults in programs of education and recrea- 
tion. 


* This committee feels very strongly that 
permissive legislation should be enacted by 
the Oklahoma Legislature making it possible 
for a community to take advantage of the 
Public Housing Act. Oklahoma is one of 
only four states which does not have this en- 
abling legislation. We do not recommend 
that all or any communities develop public 
housing, but we do heartily recommend the 
state legislation to make such housing pos- 
sible if any community needs and desires it. 


* Establishment of a central committee or 
agency to gather and disseminate informa- 
tion on all phases of housing the aged. We 
suggest that an Institute of Gerontology 
might well be a function of the University 
and that materials on all phases of housing 
of aging persons would be one of the major 
functions. Such a department would serve 
in correlating activities of local groups and 
assist in organizing groups where none exist. 


° A review at state level of housing laws 
and standards to provide accurate informa- 
tion and serve as a basis for additional legis- 
lation if needed. 


*Community mental health programs 
should be co-sponsored at the state level. 
This should include policy and standards de- 
velopment, partial financial support, and 
promotional leadership. 


* Training programs for the mental health 
professions should be expanded extensive- 
ly by the appropriate state agencies. 


* That Oklahoma Legislature increase ad- 
ministrative apportionment for the Okla- 
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homa Department of Public Welfare to 
make more social services available. 


* That the State Medical Association and 
State Pharmaceutical Association take steps 
to establish pharmacopia for guidance of 
physicians and nursing home administrators 
to alleviate prescribing expensive medicine 
for patients that might do well on less ex- 
pensive medicine. 


* Recommend the licensure agency (The 
Oklahoma State Department of Health) 
should be provided with an adequate budget 
in order to employ personnel for program 
planning on a continuous basis to conduct 
and coordinate an adequate educational pro- 
gram and to enforce standards and legisla- 
ture regarding these facilities. 


® The establishment of a study group at 
the state level composed of representatives 
from all universities and colleges to deter- 
mine the most useful role of high education 
in the field of gerontology. 


* University and college faculties should 
take advantage of special courses to increase 
their knowledge in gerontology so that this 
information may be incorporated in all ap- 
propriate courses and programs of study. 


* Research relating to problems of aging 
be encouraged in the senior universities of 
each state. 


Recommendations to the Federal Government 


¢ Amend the social security act to allow 
employment income equivalent to 2000 hours 
at the prevailing federal minimum wage 
without loss of social security benefits. 


¢ Amend federal act to permit up to 
$50.00 per month earned income without 
suffering loss of Old Age Assistance. 


* Recommended that the federal govern- 
ment broaden research efforts into the study 
of the complex problems peculiar to the older 
disabled persons and discovery of more ef- 
fective means of dealing with them in the 
local community. 


* That the Federal Government co-ordi- 
nate and disseminate information, and aid 
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and assist the states on adult education and 
recreation. 


* Coordinating and combining activities 
at the Federal level to insure better dissemi- 
nation of information on housing which is 
available at the Federal level. 


* New types of mental health facilities 
such as day hospitals, night hospitals, half- 
way houses, sheltered workshops, and re- 
habilitation centers should be developed in 
cooperation with the states. These would 
increase present services and provide ex- 
perience with new methods. 


* We recommend that the Federal Match- 
ing Administrative funds be made available 
for Social Services to persons without re- 
gard to assistance’ status. 


* National support from foundations, 
agencies of government, and other sources 
be provided to universities for faculty mem- 
bers, fellowships, and special research in 
gerontology. 


* That research be undertaken to develop 
and implement better criteria for retirement 
than chronological age. 


General Recommendations 


¢ In order to provide health care to the 
aged, voluntary programs should be em- 
phasized, with tax-supported activities lim- 
ited to the medically indigent, and/or dis- 
abled who cannot be helped through volun- 
tary means, such as individual and group 
health insurance programs, civic and volun- 
tary health agencies, etc. 


* Since the aged are as dependent as all 
other groups upon personnel for health care, 
it is pertinent to the provision of their care 
that personnel resources become the object 
of intense study by this conference and all 
related efforts. Specifically, it is recom- 
mended that the supply of professional med- 
ical, dental, nursing and paramedical per- 
sonnel be evaluated and that motivation pro- 
grams be developed which will insure a con- 
tinuing supply. This study will properly in- 
vestigate social, economic, academic and po- 
litical factors which operate in the produc- 
tion of medical and paramedical personnel. 
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Report on AMA Actions 
MIAMI BEACH, 1960 


Health care for the aged, pharmaceutical 
issues, relations with allied health groups 
and relations with the National Foundation 
were among the major subjects involved in 
policy actions by the House of Delegates at 
the American Medical Association’s 109th 
Annual Meeting held June 13-17 in Miami 
Beach. 


Leonard W. Larson, M.D., Bismarck, 
North Dakota, former Chairman of the 
Board of Trustees, was named president- 
elect. Doctor Larson will succeed E. Vin- 
cent Askey, M.D., Los Angeles as president 
at the Association’s 1961 annual meeting in 
New York City. 

The AMA Distinguished Service Award, 
one of medicine’s highest honors, was given 
to Charles A. Doan, M.D., who will retire 
next year as Dean of Ohio State University 
College of Medicine. 

Total registration through Thursday, June 
16, was 8,706 physicians. 


Health Care For the Aged 
After considering a variety of reports, 
resolutions and comments on the subject of 
health care for the aged, the delegates adopt- 
ed the following policy statement: 


“Personal medical care is primarily the responsi- 
bility of the individual. When he is unable to pro- 
vide this care for himself, the responsibility should 
properly pass to his family, the community, the coun- 
ty, the state, and only when all these fail, to the fed- 
eral government, and then only in conjunction with 
the other levels of government, in the above order. 
The determination of medical need should be made by 
a physician and the determination of eligibility should 
be made at the local level with local administration 
and control. The principle of freedom of choice should 
be preserved. The next use of tax funds under the 
above conditions to pay for such care, whether through 
the purchase of health insurance or by direct payment, 
provided local option is assured, is inherent in this 
concept and is not inconsistent with previous actions 
of the House of Delegates of the AMA.” 


The House also asked the AMA to increase 
its educational program regarding employ- 
ment of those over 65, to assure them of 
“... the right to work and the right to 
live in a free society with dignity and pride.” 
An AMA-sponsored assembly was approved, 
to bring together interested people for the 
purpose of developing specific plans for the 
health care of the aged. 
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Pharmaceutical Issues 


Two actions were taken ... one regard- 
ing mail order drugs, and the cther involv- 
ing the development and marketing of drug 
products. 

Mail order drugs were ruled to be in con- 
flict with the best interests of the patient, 
except where geographically necessary. It 
was said that such a system disrupts the 
value of the patient-physician-pharmacist 
relationship. 

The AMA Council on Drugs was asked to 
study the pharmaceutical field in its rela- 
tionship to medicine and the public and to 
submit an objective appraisal to the dele- 
gates in June, 1961. The delegates observed 
that certain, current proposals might im- 
pair research and thus retard progress in 
scientific therapy. 


Allied Health Groups 


The House endorsed a report covering the 
relationships of medicine with allied health 
professions and services, and approved the 
appointment of a committee to continue the 
work. 


Activities to be pursued by the AMA were 
outlined as follows: 

1. A general conference should be held with allied 
scientists in the basic medical sciences and related 
disciplines for discussion of matters of common con- 
cern related to the creation of permanent, cooperative 
activities. 

2. Specific exploratory conferencs should be held 
with members of segments of science allied to a given 
area of medical practice with the national medical 
organizations concerned. 

3. General and specific conferences should be held 
with professional and technical assistants on educa- 
tion, recruitment and coordination of contributions. 

4. Through meetings and publications, reciprocal 
exchange of information should be provided between 
physicians and allied scientists and members of health 
professions. 

5. Effective, continuing liaison should be estab- 
lished between AMA representatives and professional 
and technical personnel. 


National Foundation 


Two actions were taken by the House. . 
the creation of guiding policies to improve 
liaison with the National Foundation at the 
state level, including the basic principles 
for compensation for physician services... 
and, the encouragement of follow through 
activities aimed at eradication of poliomye- 
litis. 
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House Tosses ‘Aged’ Issue to Senate 


In approving H.R. 12580 on June 23, the 
House of Representatives referred the ques- 
tion of health care for the aged to the Sen- 
ate, where it promises to receive spotlight 
attention during the closing days of Con- 
gress. 


Commonly referred to as the Mills Bill, 
the measure amends the Social Security Act 
in three areas other than medical care: by 
authorizing an incentive program to the 
states for improvement of their public as- 
sistance programs; by the liberalization of 
requirements for OASI disability benefits; 
and, by extending compulsory Social Se- 
curity coverage to physicians. The bill was 
authored by the House Ways and Means 
Committee as compromise legislation, par- 
ticularly in reference to the Forand Bill and 
the Administration health care program, 
both of which were previously rejected by 
the committee. H.R. 12580 passed the House 
by a vote of 380-23. 


Medical Care Proposal 


The health care feature of the bill would 
amend the Social Security Act by adding a 
new title, under which medical services 
would be financed for individuals 65 and 
over who are determined by the state to be 
medically indigent. States would be required 
to submit plans which could include: in- 
patient hospital services (semi-private room 
for 120 days, medical, nursing, lab, x-ray, 
etc.) ; skilled nursing home services (li- 
censed nursing home which is either op- 
erated in connection with a hospital or un- 
der medical supervision) ; outpatient serv- 
ices (medical and surgical care provided 
through a hospital to an outpatient); or- 
ganized home care services (authorizes 
physician or physician-prescribed visiting 
nurse services to the home, through a non- 
profit organization) ; private duty nursing 
service (home nursing care as prescribed by 
a physician) ; therapeutic services (physical 
therapy for disease or injury as prescribed 
by a physician); major dental treatment 
(for conditions “seriously affecting” 
health) ; laboratory and x-ray services (up 
to $200 per year as prescribed by a phy- 
sician) ; drugs (up to $200 for drugs pre- 
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scribed out of hospital, no limit for inpa- 
tients). 


State plans must operate in all political 
subdivisions, must be administered by a 
single state agency and must have financial 
participation by the state. No OAA, ADC, 
blind or disabled recipients of assistance 
would qualify, and benefits under the new 
program could not exceed health benefits 
offered the above categories of assistance. 
The Secretary of Health, Education and 
Welfare would approve state plans and such 
plans would receive federal grants based 
upon per capita income of the state, as is 
done under present assistance programs. 
The federal share could not be less than 
50% of the program cost, nor more than 
65%. It is estimated that the program would 
cost from $300 million to $500 million per 
year, with the federal government putting 
up about 60%. 


Other Provisions 


Under the bill, increased appropriations 
are offered to states in the areas of ma- 
ternal and child health services, crippled 
children’s services and child welfare serv- 
ices. Eligibility for disability insurance 
benefits under OASI would be liberalized 
to the extent that the age 50 eligibility point 
would be eliminated. 


Physicians would be brought under the 
Social Security program on a compulsory 
basis. They would be liable to a tax of 
414% on their 1960 income, up to $4800. 
Interns and residents would pay 3% of in- 
come, after January 1, 1961. 


Outlook 


The AMA approves of the health care 
plan, but is opposing Social Security for 
physicians. Washington observers say the 
AFL-CIO will make a strong effort to re- 
place the health plan with the provisions 
of the controversial Forand Bill. Congress 
has recessed until August 8, after the politi- 
cal conventions. The conventions may have 
an adverse affect on the final disposition of 
H.R. 12580. 


541 











_—s eweas 


a 


ss. eee « 


~ were = 


= oe 


«tee oe om 
PFS Tie o CSREES £..B4E446 67156 45. > 


~~ —=<ars «= « 


Nursing Homes Begin 
Classification Program 


In an effort to establish and define uni- 
form standards, the Oklahoma Nursing 
Home Association is now in the process of 
implementing recently-adopted regulations 
for the classification of both member and 
non-member homes. Any individual, corpor- 
ation, or association desirous of participat- 
ing in the program may make application, 
provided the facility has been licensed under 
the laws of Oklahoma and been in operation 
for a period of three months. To date, sev- 
enteen homes have asked for classification. 


The purpose of the classification program 
is to determine and designate nursing homes 
in Class A, B, and C brackets. In the past, 
there was no way for the public to evaluate 
the quality of care to be found in the various 
nursing homes licensed under state laws. 
Adopted from plans in other states, the 
Oklahoma program will be one of the na- 
tion’s most comprehensive, and is expected 
to greatly elevate the quality of nursing 
home care throughout the state. 


Welfare Department Offers Incentive 


The State Department of Public Welfare 
has endorsed the plan to the extent that it 
will make a financial differential between 
the three classifications. Such variation in 
monthly payments will undoubtedly cause 
many sub-standard homes to raise them- 
selves to at least the next higher bracket. 


Committee to Judge 


The inspection and evaluation of the fa- 
cilities will be made by a Classification Com- 
mittee, comprised of five members of the 
Oklahoma Nursing Home Association, and 
one representative each from the Oklahoma 
State Medical Association, the Department 
of Public Welfare, the State Department of 
Health and the Oklahoma State Nurses As- 
sociation. 


Classification fees are $100 for a mem- 
ber home and $150 for a non-member. Re- 
classification on an annual basis may be 
obtained at the same rates. 
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Scoring Report 


Under the classification system, the Com- 
mittee will use a seven part survey in evalu- 
ating each applicant, from which it will 
prepare a “Nursing Home Scoring Report,” 
detailing the points awarded to the home 
out of a possible 1000. The seven areas of 
investigation and the maximum point rating 
possible under each are listed below: 


Maximum 
Points 
Part I Physical Setting 125 
Part II Administration 245 
Part III Personnel 350 
Part IV Nursing Services 105 
Part V Medical Information 100 
Part VI Liaison With Other 
Groups 50 
Part VII Diversional Activities 
Provided by the Home 25 
Total 1,000 


New Catalog of Medical- 
Health Films Available 


A revised list of films available from the 
A.M.A. Motion Picture Library has been 
prepared and copies are now available upon 
request. This new catalog lists 175 medical 
films suitable for showing to medical so- 
cieties, hospital staff meetings, medical stu- 
dents and other scientific groups. In addi- 
tion, there are 81 health films of interest 
to physicians who may be called upon to 
speak before lay audiences such as service 
organizations, Parent-Teacher Associations, 
etc. 


The film catalog is completely new in de- 
sign with such features as eye-ease typog- 
raphy, subject index, alphabetical listing of 
film titles, order blanks and a system of 
color coding so that films for the laity and 
professional audiences may be quickly iden- 
tified. Copies may be obtained without 
charge by addressing your request to the 
American Medical Association, Department 
of Medical Motion Pictures and Television, 
535 North Dearborn Street, Chicago 10, 
Illinois. 
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Physician Population Increases 
By 4,769 in 1959 


The physician population of the United 
States and its possessions increased by some 
4,769 in 1959, the Council on Medical Edu- 
cation and Hospitals of the American Medi- 
cal Association has reported. 


This was an increase of 660 over the gain 
reported in the previous year, according to 
the council’s report in the (May 28) Journal 
of the American Medical Association. 


The increase of 4,769 results from the li- 
censing of 8,269 new phyicians minus ap- 
proximately 3,500 physicians who died. 


Of the 8,269 new physicians, 1,626 were 
foreign-trained. 


The largest number of first licenses is- 
sued was 1,121 by New York. Three other 
states issued more than 500 first licenses— 
California 676, Illinois 521, and Pennsyl- 
vania 5380. 


The most notable increases, compared 
with 1958, were in Alabama, Connecticut, 
Illinois, New Jersey, Puerto Rico, South 
Carolina, and Tennesee. There was no 
marked decrease evident in any state. 


The over-all total of licenses to practice 
medicine and surgery issued in 1959 was 
15,954. This figure represented 7,720 grant- 
ed after a successful written examination 
and 8,234 granted by reciprocity and en- 
dorsement of state licenses or the certificate 
of the National Board of Medical Examin- 
ers. This was an increase of 714 over 1958. 


There were 8,996 applicants for licensure 
by written examination of whom 1,162, or 
12.9 per cent, failed. This may be compared 
with 8,633 applicants of whom 1,365, or 15.8 
per cent, failed in 1958. 


Nine schools in the United States had no 
failures among their graduates in medical 
licensing examinations last year. They are 
the University of California, Los Angeles; 
University of California, San Francisco; 
Louisiana State University; University of 
Minnesota; University of Mississippi; Uni- 
versity of Nebraska; Woman’s Medical Col- 
lege of Pennsylvania; Medical College of 
South Carolina, and Marquette University. 
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The 8,996 examinees included 5,845 grad- 
uates of approved medical schools in the 
United States; 178 graduates of approved 
medical schools in Canada; 2,766 graduates 
of 244 faculties of medicine located in coun- 
tries other than the United States and Can- 
ada; 22 graduates of the unapproved medi- 
cal schools in the United States which are 
no longer in existence, and 185 graduates 
of schools of osteopathy. 


The number of physicians registered in 
1959 was 216,068, the greatest number in 56 
years. 


The report also included results of four 
examinations given in 1958 and 1959 by the 
Education Council for Foreign Medical 
Graduates to foreign students to certify that 
their medical knowledge is comparable to 
that expected of graduates of approved med- 
ical schools in the United States. 


As of January 1, 1960, the ECF MG had 
examined 5,982 foreign medical graduates. 
Of these, 2,709 had been granted a standard 
certificate and 1,419 had been granted a cer- 
tificate good for two years. 


July 1, 1960, has been set as the date by 
which all foreign medical graduates serving 
as interns or residents in U.S. hospitals will 
have been certified. The ECFMG is spon- 
sored by the American Hospital Association, 
the A.M.A., the Association of American 
Medical Colleges, and the Federation of State 
Medical Boards of the United States. 


Doctors’ Dance Band 
Entertains Enid Club 


Eleven Enid physicians and dentists re- 
cently entertained Enid’s American Busi- 
ness Club when their dance band presented 
a program of popular music. 


Members of the band include: Evans Tal- 
ley, M.D., Ed Abernethy, M.D., Pat Shanks, 
M.D., Bob Warrick, D.D.S., Joe Bryant, 
D.D.S., Henry Russell, M.D., Bill Buvinger, 
M.D., Lester Kirby, M.D., Clarence Roberts, 
M.D., Earl Mabry, M.D., and Jean Shryock, 
M.D. 


The Enid organization is the second 
largest AB club in the United States, with 
132 members. 
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Triameinolone LEDERLE 


At the recommended antiallergic and anti- 
inflammatory dosage levels, ARISTOCORT means: 

freedom from salt.and water retention 

virtual freedom from potassium depletion 

negligible calcium depletion 

euphoria and depression rare 

no voracious appetite — no excessive weight gain 

low incidence of peptic ulcer 

low incidence of osteoporosis with compression fracture 
Precautions: With Aristocort all traditional precautions to corticosteroid therapy 
should be observed, Dosage should always be carefully adjusted to the smallest 
amount which will suppress symptoms. 
After patients have been on steroids for prolonged periods, discontinuance must be 
carried out gradually over a period of as much as several weeks. 
Supplied: 1 mg. scored tablets (yellow) ; 2 mg. scored tablets (pink); 4 mg. 
scored tablets (white) ; 16 mg. scored tablets (white). 


Dia etate Parenteral (for intra-articular and intrasynovial injection). Vials of 
occ, (25 mg./ce.). 


References: 1. Feinberg, S. M.; Feinberg, A. R., and Fisherman, 
E. W.: J.A.M.A. < May 3) 1958. 2. Epstein, J. I., and Sher- 
wood, H.: C . Med. 22:822 (Dec.) 1958. 3. Friedlaender, S., and 
Friedlaender, A. S ntibiotic Med. & Clin. Ther. 5:315 (May) 
1958. 4. Segal, M. S., and Duvenci, J.: Bull. Tufts N.E. Medical 
Center (April-June) 1958. 5. Segal, M. S.: Report to the 
A.M.A. Council on Drugs, J.A.M.A. 169:1063 (March 7) 1958. 


. 7) 1957. 8. McGavack, T. H.: Clin. Med. (June) 

1959. 9. Freyberg, R. H.; Berntsen, C. A., and Hellman, L.: 
Arthritis & Rheumatism 1:215 (June) 1958. 10. Hartung, E. F.: 
J.A.M.A. 16 3 (June 21) 1958. 11. Zuckner, J.; Ramsey, R. H.; 
Caciolo, C nd Gantner, G. E.: Ann. Rheumat. Dis. 17 :398 (Dec.) 
1958. 12. Appel, B.; Tye, M. J., and Leibsohn, E.: Antibiotic Med. 
& Clin. Ther. 5:716 (Dec.) 1958. 13. Kalz, F.: Canad. M.A.J. 
79 :400 (Sept.) 1958. 14. Mullins, J and Wilson, C. J.: Texas J. 
Med. 54:648 (Sept.) 1958. 15. Shelley, W. B.; Harun, J. S., and 
Pillsbury, D. M.: J.A.M.A. 167:959 (June 21) 1958. 16. DuBois, 
y 26) 1958. 17. McGavack, T. H.; 
.; Bauer, H. G., and Berger, H. E.: Am. 

1958. 18. Council on Drugs: J.A.M.A. 


sdarla) LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, N. Y. 
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PROCEEDINGS OF THE 54th ANNUAL SESSION OF THE HOUSE OF DELEGATES 
of the 
OKLAHOMA STATE MEDICAL ASSOCIATION 


CLOSING SESSION* 


The Closing Session of the 54th Annual Session of 
the House of Delegates of the Oklahoma State Medical 
Association was called to order by the Speaker of the 
House, Doctor Clinton Gallaher, at 5:00 p.m., in the 
Mirror Room of the Municipal Auditorium, Oklahoma 
City. 


The Credentials Committee reported a quorum was 
present. 


Doctor Gallaher asked if there were any additional 
announcements, guests to be introduced, or council 
reports. None were forthcoming. 


Doctor Gallaher turned the Chair over to Doctor 
J. Hoyle Carlock, the Vice-Speaker, and returned to 
the floor of the House in order to express his views 
on the proposed changes to the By-Laws of the Okla- 
homa State Medical Association. He told the House 
members that it was punishment enough for a a. ctor’s 
narcotics license to be taken away from him without 
imposing further penalty by also depriving him of 
membership in the Association and a chance to make 
a livelihood, since many of the enfractions of the Nar- 
cotics Law were technical violations and not malicious 
intent. 


Amendments to By-Laws 


The Chair then called on Doctor William T. Gill, 
Chairman of the Constitution and By-Laws Committee, 
for a report. Doctor Gill presented the proposed 
amendments to the By-Laws. 


The first amendment was to amend Chapter 1, Sec- 
tion 1.00 of the By-Laws by inserting in line 2, after 
the word “‘societies,”’ the words, “residing in the State 
of Oklahoma.” 


Doctor Gill moved the adoption of this amendment. 
The motion was seconded by Marshall O. Hart, M.D., 
of Tulsa, and carried. 


The second amendment to the By-Laws was to amend 
Chapter 1, Section 5.03 by inserting after the word 
“shall” in line 4, the words “upon recommendation 
of the Council.’ 


Doctor Gill moved the adoption of this amendment, 
the motion was seconded by Doctor W. S. Larrabee 
of Tulsa and carried. 


At this time Doctor James W. Kelley asked permis- 
sion to speak to the House of Delegates. 


To permit him to speak even though he was not a 
Delegate, Doctor E. K. Norfleet of Bristow moved that 
the By-Laws be suspended for Doctor Kelley to speak. 
The motion was duly seconded and passed. 


*Proceedings of the opening session appeared in the June 
Journal. 
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Doctor Kelley said he wanted to know what the feel- 
ings of the narcotics people were about doctors who 
have had their narcotics licenses taken away. He was 
told that they, too, consider this punishment enough 
and the doctor should not be further isolated. 


The third amendment to the By-Laws was to amend 
Chapter 1, Section 1.00 by striking out all of the words 
following the word ‘Examiners’ in line 8, and in- 
serting the word ‘‘and’’ after the word ‘‘Council’’ in 
line 7. 


Doctor Gill moved the adoption of this amendment. 
The motion was seconded by Doctor John E. McDonald 
of Tulsa and carried, 


The next order of business was a report from the 
Resolutions Committee. Doctor E. C. Mohler of Ponca 
City gave this report as follows: 


The first resolution had been recommended to the 
Resolutions Committee by the Custer County Medical 
Society. 


Resolution Number 1 


WHEREAS, Grady F. Mathews, M.D., has been 
Commissioner of Health of the State of Oklahoma for 
twenty years, and 


WHEREAS, His service to the State of Oklahoma 
has not only been meritorious, but has also been recog- 
nized by national honors accorded him by his con- 
ferees, and 


WHEREAS, Doctor Mathews has seen fit at this 
time to retire from his responsible position to continue 
in his chosen work as a Consultant in Public Health 
to the University of Oklahoma School of Medicine, and 
to the State of Oklahoma Department of Health: 


NOW THEREFORE BE IT RESOLVED, That the 
House of Delegates of the Oklahoma State Medical As- 
sociation at its 54th Annual Meeting held on this First 
Day of May, 1960, recognize and pay homage to the 
contributions Doctor Mathews has made in Oklahoma, 
not only to his profession but also in the field of 
public health, and 


BE IT FURTHER RESOLVED, That the House of 
Delegates of the Oklahoma State Medical Association 
wishes him the greatest success in his new endeavor 
and pledges their whole-hearted cooperation. 

Respectfully submitted, 
CUSTER COUNTY MEDICAL SOCIETY 
By (Signed by Ross Deputy, M.D.) 


Doctor Mohler reported that the Resolutions Com- 
mittee recommended the resolution be approved, and 
so moved. The motion was duly seconded and carried. 


(Continued on Page 558) 
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M.D. degrees were conferred on 85 men 
and women at the University of Oklahoma 
School of Medicine commencement this 
spring. 


William M. Johnson, M.D., Oklahoma City, 
received the Oklahoma City Surgical So- 
ciety award given annually to the most out- 
standing senior in surgery, and Thomas J. 
Honea, M.D., Muskogee, received the Onis 
George Hazel Memorial citation to the senior 
most nearly achieving the ideal doctor-pa- 
tient relationship. 


Doctor Pete Kyle McCarter, OU vice-pres- 
ident, presided, and Dean Mark R. Everett 
and Doctor A. N. Taylor, associate dean in 
charge of student affairs, presented degrees. 
Rites were May 29 at Holmberg Hall on 
the Norman campus. 


Members of the 1960 class and their in- 
ternship appointments: Doctor Edward N. 
Brandt Jr., Marietta, Oklahoma City Vet- 
erans Hospital; Doctor Carl R. Earnest, 
Shawnee, Doctor Bobby G. Eaton, Weather- 
ford, Doctor Eldon E. Fitch, Newkirk, Doc- 
tor Glenn D. Hallum, Ada, Doctor Grover 
C. Harrison Jr., Vinita, Doctor George H. 
Ladd and Doctor Jerry R. Nida, Muskogee, 
Doctor Alvin W. Patrick, Sunnyside, Wash- 
ington, Doctor Darren F. Ricchetti, Boli- 
var, Missouri, and Doctor Harold Stout, 
Waurika, all at University Hospitals. 


At St. Anthony Hospital, Oklahoma City 
—Doctor Samuel C. Bernhardt, Omega, Doc- 
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OU Medical School Awards 85 Degrees 





ss a Aaa 


tor Billy E. Blevins, Enid, Doctor John D. 
Bush, Tulsa, Doctor John R. Caughron, Doc- 
tor Philip J. Mcguire, Doctor Edward A. 
Shadid, and Doctor Donald F. Wade, all of 
Oklahoma City, Doctor Gary G. Hays, Clin- 
ton, Doctor Herbert H. Lenaburg, Shawnee, 
Doctor Leo Meece, Frederick, Doctor Paul 
D. Patzkowsky, Fairview, Doctor Darrell R. 
Warren, Norman, Doctor Hamilton M. Win- 
ston, Lawton, and Doctor James W. Zeiders, 
Midwest City. 


Doctor Loy D. Bridal, Cashion, Doctor 
Philip J. Campbell, Doctor Dean H. Diment 
and Doctor James W. Worley, Oklahoma 
City, Doctor Ronald W. Gilchrist Jr., Tulsa, 
Doctor Quillen M. Hughes, Altus, Doctor 
Dayne W. Ramey, Muskogee, and Doctor 
Marion C. Wagnon, Tipton, all at Mercy 
Hospital, Oklahoma City. 


Doctor William L. Baker, Broken Arrow, 
Doctor Thomas G. Goodwin, Choctaw, Doc- 
tor Robert H. Hayes, McLoud, Doctor Laura 
J. Koehn, Oklahoma City, and Doctor Way- 
man R. Spence, Tulsa, Wesley Hospital, 
Oklahoma City. 


Doctor Timothy H. Dennehy, Doctor Tom- 
my G. Hodge, and Doctor Thomas J. Honea, 
Tulsa, Doctor Donald C. Karns, Watonga, 
Doctor Ron R. Sanders, Stillwater and Doc- 
tor Robert A. Yeakley, Muskogee, St. John’s 
Hospital, Tulsa. 


Doctor Robert S. Herrick, Farmington, 
New Mexico, Doctor George C. Markert, We- 
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woka, Doctor Frank R. Michener, Cushing, 
and Doctor William T. Morris, Tulsa, Hill- 
crest Medical Center, Tulsa. 


Interning out of state are: 


Doctor Wilbur K. Baker II, Poteau, Uni- 
versity of Kansas Medical Center, Kansas 
City, Kansas; Doctor William L. Baker, 
Broken Arrow, and Doctor Henry E. Hel- 
vie, Tulsa, Wesley, Wichita, Kansas; Doctor 
Lowell E. Bast, Edmond, Doctor William C. 
Bosworth, Norman, Doctor Donald R. Car- 
ter, Poteau, Doctor Donald C. Gilliland, Okla- 
homa City and Doctor Floyd J. Lashley Jr., 
Tulsa, all at University of Texas Medical 
Branch, Galveston. 


Doctor Ray F. Allen, Anadarko, Tripler 
Army, Honolulu, Hawaii; Doctor John T. 
Boaz III, Tipton, Robert B. Green Hospital, 
San Antonio, Texas; Doctor Bloyce Hill Brit- 
ton, Jr., Ames, Oklahoma, Los Angeles Coun- 
ty Hospital, Los Angeles, California; Doc- 
tor Peter L. Cason, Norman, University of 
Tennessee, Knoxville, Tennessee. 


Doctor Harold M. Chandler, Broken Bow, 
Walter Reed, Washington, D.C.; Doctor 
Herschel L. Douglas, Oklahoma City, U.S. 
Public Health Service, New Orleans, Louis- 
iana; Doctor Richard B. Dulany, Kingfisher, 
and Doctor Robert M. Souda, Norman, Park- 
land Memorial, Dallas, Texas; Doctor Edgar 
A. Gedosh, Poteau, Boston City Hospital, 
Boston, Massachusetts. 


Doctor Virgil R. Jobe Jr., Oklahoma City, 
and Doctor Norma Sneed, Checotah, Queens, 
Honolulu; Doctor William M. Johnson, Okla- 
homa City, Johns Hopkins, Baltimore, Mary- 
land; Doctor William I. Jones, Tryon, Santa 
Rosa, San Antonio, Texas; Doctor Paul E. 
Kaldahl, Oaks, Milwaukee County Hospital, 
Milwaukee, Wisconsin; Doctor William R. 
Kirkham, Stillwater, U.S. Public Health 
Service, Staten Island, New York. 


Doctor Edward L. Koger, Miami, Okla- 
homa, Bryan Memorial, Lincoln, Nebraska; 
Doctor John A. Lanning, Tulsa, Kern Coun- 
ty General, Bakersfield, California; Doctor 
Paul A. Leap, Oklahoma City, Bellevue Hos- 
pital Center, First Medical Division, New 
York, New York; Doctor Charles E. Mar- 


548 





shall, Oklahoma City, 


U.S. Naval-Camp 
Pendleton, Oceanside, California. 


Doctor Hubert L. McClure, Big Canyon, 
Oklahoma, Brooks Army, San Antonio; Doc- 
tor Duane C. Miller, Lawton, St. Lukes, San 
Francisco; Doctor William S. Muenzler, 
Oklahoma City, and Doctor Donald R. Resler, 
Cherokee, Evanston Hospital, Evanston, IIli- 
nois; Doctor Paul E. Roberts, Sand Springs, 
Baltimore City Hospitals, Baltimore, Mary- 
land. 


Doctor John Lee Sandford, Stillwater, 
Kaiser Foundation, San Francisco, Califor- 
nia; Doctor Julius Scates, Woodward, St. 
Francis, Wichita, Kansas; Doctor Robert E. 
Stobaugh, Oklahoma City, Mound Park, St. 
Petersburg, Florida; Doctor Wayman J. 
Thompson Jr., Oklahoma City, Highland 
Alameda, Oakland, California; and Doctor 
Helen J. Toma, Snyder, Harbor General, 
Torrance, California. 


OU Class of ‘50 
Holds 10th Reunion 


Western Hills Lodge, Sequoyah State 
Park, was the site of the 10th reunion of 
the 1950 class of the University of Okla- 
homa School of Medicine. Held on June 10 
and 11, the meeting format represented a 
departure from the typical class reunion. 


On Friday evening, physicians and their 
wives assembled for a smorgasbord dinner 
and informal social hour. Saturday morn- 
ing, the activities began with a scientific 
program followed by the showing of an 
AMA film on the life of classmate Lloyd 
Judd, M.D. Recreation was scheduled for 
the afternoon and a social hour and dinner 
took place that evening. The banquet speak- 
er was Howard C. Hopps, M.D., a former 
professor of the class. 


Robert C. Mayfield, M.D., was chairman 
of the event. Scientific lecturers were: John 
Rollins, M.D., Claude H. Williams, M.D., 
Avalo V. Campbell, M.D., Lawrence Pat- 
zkowsky, M.D., Rafael Rigual, M.D., John 
A. Blaschke, M.D., Lt. Col. George N. Aus- 
tin, USAF (MC), Capt. R. M. Gastineau, 
USA (MC), and William A. Matthey, M.D. 
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Minneapolis to Host 
National Cancer Conference 


“Changing Concepts Concerning Cancer” 
will be the theme for the Fourth National 
Cancer Conference to be held in Minneapolis, 
Minnesota, September 13-15, 1960. 

A complete program for the conference 
follows: 

Tuesday, September 13 
9:00 a.m. 
GREETINGS 
9:15-9:50 a.m. 
ADDRESS ON THEME (General Ses- 
sion) 
Speaker: Doctor Michael B. Shimkin 
10:00 a.m.-12:30 p.m. 
CANCER ETIOLOGY PANEL (Gen- 
eral Session) 

Chairman: Doctor Howard B. Ander- 

vont 

1:30-5:00 p.m. 
Symposia on: 

CANCER OF THE BREAST 
Chairman: Doctor Edward F. Lew- 
ison 
Summary Session Participant: Doc- 
tor Alfred M. Popma 

CANCER OF THE LUNG 
Chairman: Doctor Alton B. Ochs- 
ner 
Summary Session Participant: 
Doctor Arthur J. Vorwald 

CANCER OF THE FEMALE GEN- 

ITAL TRACT 
Chairman: Doctor Joe V. Meigs 
Summary Session Participant: 
Doctor John L. McKelvey 
Wednesday, September 14 

9:00-9:50 a.m. 
ADDRESS: FRONTIERS IN BIOL- 
OGY AND CANCER RESEARCH 
(General Session) 
Speaker: Doctor George W. Beadle 
10:00 a.m.-12:30 p.m. 
CANCER PATHOGENESIS AND 
SPREAD PANEL (General Session) 
Chairman: Doctor Warren H. Cole 
1:30-5:00 p.m. 
Symposia on: 
CANCER OF THE GASTROINTES- 
TINAL TRACT 
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Chairman: Doctor I. S. Ravdin 
Summary Session Participant: 
Doctor Joel W. Baker 
CANCER OF THE MALE GENI- 
TOURINARY TRACT 
Chairman: Doctor Reed M. Nesbit 
Summary Session Participant: 
Doctor Herbert Brendler 
LEUKEMIAS AND LYMPHOMAS 
Chairman: Doctor Sidney Farber 
Summary Session Participant: 
Doctor Alfred Gellhorn 


Thursday, September 15 
9:00-9:50 a.m. 
ADDRESS: CARE OF THE AD- 
VANCED CANCER PATIENT (Gen- 
eral Session) ° 
Speaker: Doctor Herman E. Hilleboe 
10:00 a.m.-12:00 Noon 
CANCER THERAPY PANEL (Gen- 
eral Session) 
Chairman: Doctor Owen H. Wangen- 
steen 


1:00-3:00 p.m. 
Symposia on: 
CANCER OF THE SKIN 
Chairman: Doctor Thomas B. Fitz- 
patrick 


Summary Session Participant: 
Doctor Eugene Van Scott 


CANCER OF THE HEAD AND 
NECK 
Chairman: Doctor William S. Mac- 
Comb 
Summary Session Participant: 
Doctor Edgar Frazell 


CANCER CONTROL 
Chairman: Doctor John R. Heller 
Summary Session Participant: 
Doctor David A. Wood 
3:00-5:00 p.m. 
SUMMARY SESSION (General Ses- 
sion) 
Chairman: Doctor Eugene P. Pender- 
grass 


Further information may be obtained by 
writing to Roald N. Grant, M.D., Coordi- 
nator, American Cancer Society, Inc., Med- 
ical Affairs Department, 521 West 57th, 
New York 19, New York. 
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Advanced Degrees in 
Medical Science Awarded 


Three advanced degrees in medical sci- 
ences were awarded by the Medical Center 
division of the University of Oklahoma 
Graduate College at June commencement on 
the Norman campus. 


Samih Y. Alami, whose major concentra- 
tion was microbiology, received a Ph.D.; 
Leonard T. Higgins, DDS, a Master of Sci- 
ence in preventive medicine and _ public 
health; Harold Collins, a Master of Science 
in anatomy. 


Doctor Alami was graduated from Ameri- 
can University of Beirut, Lebanon. Doc- 
tor Higgins received his Doctor of Dental 
Surgery degree at Creighton University 
Dental College, and Collins did his under- 
graduate work at OU. 


American Board OB-GYN 
Receiving Applications 


Applications for certification in the Amer- 
ican Board of Obstetrics and Gynecology, 
new and reopened, Part I and requests for 
re-examination in Part II are now being 
accepted. All candidates are urged to make 
such application at the earliest possible date. 
Deadline for receipt of applications is Au- 
gust 1, 1960. No applications can be accept- 
ed after that date. 


The following change in requirements for 
certification was made by the members of 
the American Board of Obstetrics and Gyne- 
cology at the recent annual meeting in 
Chicago. 


“A Resolution was passed at the recent 
annual meeting of this Board which elimi- 
nates the submission of Case Reports as part 
of the Part I Examination. It is required, 
however, that each candidate eligible to take 
Part II Examination bring to the place of 
examination, a duplicate list of Hospital Ad- 
missions as submitted with his or her appli- 
cation. This change in requirements is not 
retroactive and therefore applies to candi- 
dates making application for the 1961 ex- 
aminations.” 
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R. K. McINTOSH, M.D. 
19138-1960 


R. K. MelIntosh, M.D., Tahlequah phy- 
sician, died May 29, 1960. 


Born in Bennington, Oklahoma in 1913, 
Doctor McIntosh graduated from the Uni- 
versity of Oklahoma School of Medicine in 
1937. After taking his internship at the 
Good Samaritan Hospital in Portland, Ore- 
gon, he established his practice in Tahle- 
quah. 


During World War II, he served three and 
one-half years in the U.S. Army Medical 
Corps. He was selected as the “Outstanding 
Citizen of Tahlequah” for 1959-60. 


Emory S. Crow, M.D. 
1878-1960 


Emory 8S. Crow, M.D., pioneer Olustee 
physician and Jackson county’s oldest prac- 
ticing physician, died in Altus, June 1, 1960. 


Born in 1878 in Clarksville, Georgia, Doc- 
tor Crow graduated from the University of 
Georgia Medical School in 1902. Later that 
year, he established his practice in the Car- 
mel community in Jackson county. He 
moved to Olustee in 1906 where he practiced 
for 54 years. 


Doctor Crow had been honored twice by 
the Oklahoma State Medical Association for 
his years of service to the medical profes- 
sion. In 1951, he was made a Life Member 
of the association and in 1952 he was award- 
ed a 50 Year Pin. 


It has also been resolved by members of 
the Board that Applications for Appraisal 
of Incomplete Training will no longer be 
accepted for review by the Residency Re- 
view Committee. 


Detailed information may be _ obtained 
from Robert L. Faulkner, M.D., 2105 Adel- 
bert Road, Cleveland 6, Ohio. 
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ROCKY MOUNTAIN CANCER CONFERENCE 


July 20, 21, 1960 Denver Hilton Hotel 


Denver, Colorado 


The 14th Annual Rocky Mountain Cancer Conference 
will be held at the Denver Hilton Hotel in Denver, 
July 20, 21, 1960. Details may be obtained from the 
Rocky Mountain Cancer Conference, 835 Republic 
Building, Denver 2, Colorado. 


DERMATOLOGY 
for 
GENERAL PRACTITIONERS 


July 21-23, 1960 Denver, Colorado 


A postgraduate course in Dermatology for General 
Practitioners will be offered by the Office of Post- 
graduate Medical Education, University of Colorado 
Medical Center, July 21-23, 1960 in Denver. Details 
may be obtained by writing to the postgraduate of- 
fice, 4200 East Ninth Avenue, Denver 20, Colorado. 


THE INTERNAL MEDICAL AUDIT 


August 10, 11, 12, 1960 Denver, Colorado 


The office of Postgraduate Medical Education, Uni- 
versity of Colorado Medical Center in Denver will offer 
this three-day postgraduate course, the first of its kind, 
in response to the increasing interest in the Medical 
Audit. Guest speakers, who are closely associated 
with the mechanics of the medical audit programs will 
discuss many practical and beneficial aspects of this 
new and rapidly expanding field. 


Further information is available by writing to 
C. Wesley Eisele, M.D., Office of Postgraduate Medi- 
cal Education, University of Colorado Medical Cen- 
ter, 4200 East Ninth Avenue, Denver 20, Colorado. 


9th Western Cardiac Conference 


August 15-20, 1960 Denver, Colorado 


The 9th Western Cardiac Conference will be held in 
Denver, Colorado, August 15-20, 1960. Ten out-of-state 
speakers have accepted invitations to speak for the 
three-day session. Meetings will be held in Phipps 
Auditorium. Further information may be obtained 
from Colorado Heart Association, 1636 Logan Street, 
Denver 3, Colorado. 
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POSTGRADUATE COURSE IN PEDIATRICS 
The University of Colorado School of Medicine 
September 1-6, 1960 
Estes Park, Colorado 


The Stanley Hotel 


The Department of Pediatrics and the Office of Post- 
graduate Medical Education, University of Colorado 
School of Medicine will present a Course in Pediatrics 
at the Stanley Hotel, Estes Park, Colorado, September 
1-6, 1960. 


SOUTHERN TRUDEAU SOCIETY 
and 
SOUTHERN TUBERCULOSIS CONFERENCE 
September 14, 15, 16, 1960 Hotel Francis Marion 
Charleston, South Carolina 


The 1960 Annual Meeting of the Southern Trudeau 
Society and the Southern Tuberculosis Conference will 
be held on September 14, 15, and 16, 1960 at the Hotel 
Francis Marion, in Charleston, South Carolina. In- 
formation may be obtained from Judson M. Allred, Jr., 
Secretary-Treasurer, Southern Tuberculosis Conference, 
P.O. Box 9865, Northside Station, Jackson, Mississippi. 


FOURTH NATIONAL CANCER CONFERENCE 


September 13-15, 1960 Minneapolis, Minnesota 


The Fourth National Cancer Conference will be held 
September 13-15, 1960 in Minneapolis, Minnesota. Fur- 
ther information may be obtained by writing to Roald 
N. Grant, M.D., Coordinator, American Cancer Society, 
Inc., Medical Affairs Department, 521 West 57th Street, 
New York 19, New York. 


6th INTERNATIONAL CONGRESS OF 
INTERNAL MEDICINE 


August 24-27, 1960 Basle, Switzerland 


The 6th International Congress of Internal Medicine 
will convene in Basle, Switzerland, August 24-27, 1960. 
Simultaneous translation for the principal speakers will 
be given in German, French and English. Programs 
and registration forms are available from the 6th In- 
ternational Congress of Internal Medicine, Steinentor- 
strasse 13, Basle 10, Switzerland. 
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Asitiary Vows nm 


Flashes from National 


“The A.M.A. Auxiliary Convention proved 
stimulating in coverage and efficiency,” 
Mrs. Virgil Ray Forester, our returning 
State President, reports. 


Changes follow which many County Pres- 
idents should note: The name of the com- 
mittee on Paramedical Careers Recruitment 
has been changed to Health Careers. (Most 
Auxiliary members will be in complete 
agreement; the former name not only sound- 
ed a bit formidable, but necessitated a great 
many explanations for most of us.) 


A new committee on Rural Health has 
been added at the National level. This 
change is also met with definite approval; 
Auxiliary members have long recognized 
the importance of rural health problems, 
consistently participating in rural health 
conferences. Mrs. John M. Chenault, whom 
many of you met at our State Convention, 
has been appointed chairman of the newly- 
organized committee. From Decatur, Ala- 
bama, Mrs. Chenault is President of the 
Woman’s Auxiliary to the Southern Medical 
Association this year. 


Mrs. Neil Woodward, Oklahoma City, Na- 
tional Civil Defense Chairman, and mem- 
bers of her committee presented to the con- 
vention “Operation Home Preparedness.” 
Velma was elected to the 1961 Nominating 
Committee of National, further adding to 
her list of laurels and further justifying our 
pride in her as a member and as a wonder- 
ful person. 


Mrs. Forester and Mrs. Pat Fite, Sr., 
Muskogee (who is our State President- 
Elect), presented two Sooner Satellites to 
the convention as indicative of the progress 
of our Oklahoma organization. Under the 
expert guidance and launching ability of 
Mrs. Cliffort M. Bassett the past year, the 
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satellites represent our progress and indi- 
cate the future interest in new horizons. 


In addition to Mrs. Forester, state mem- 
bers attending the convention as delegates 
were: Mrs. Fite; Mrs. R. Q. Goodwin of 
Oklahoma City; Mrs. Walter E. Brown and 
Mrs. Ray M. Wadsworth of Tulsa; and Mrs. 
M. E. England of Woodward, who was an 
alternate delegate. The Auxiliary wishes to 
thank these members for representing us at 
National. 


Auxiliary Ties 

For the information of new members, or 
those not so new members who may not be 
aware of our history, we present the follow- 
ing questions: “What is the A.M.A. Aux- 
iliary? Why this pride in a national or- 
ganization that sometimes seems remote 
from our state and county groups?” 


Actually, the very first Medical Auxiliary 
was formed in Shawnee on May 15, 1907. 
(Be sure to see the minutes book in the 
foyer of the Oklahoma State Medical Build- 
ing next time you are there.) This original 
organization functioned actively for eight 
years. In the meantime, in 1910 a county 
in Minnesota and one in South Dakota were 
organized; and Texas formed an auxiliary 
to their State Medical Association in 1918. 


The Texas State Auxiliary presented in 
1922 the following resolution to the House 
of Delegates of the A.M.A.: 


“The Woman’s Auxiliary to the State Medical 
Association of Texas respectfully requests the ap- 
proval of.a movement to organize a Woman’s Aux- 
iliary to the American Medical Association, the ob- 
ject of which shall be, ‘To extend the aims of the 
medical profession through the wives of doctors 
to the various women’s organizations which look 
to the advancement in health and education, to as- 
sist in entertainment at all medical conventions 


(Continued on Page 555) 
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Cartoon idea by pharmacist Emil Magdalener 


Many of you may have seen a recent 
cartoon depicting a midnight scene in 
front of a pharmacy. A woman is pound- 
ing on the door and the pharmacist is 
leaning out the window of his apart- 
ment over the store. “Open up,” shouts 
the woman. “My husband is sick and 
I need a stamp so I can send this pre- 
scription to the mail order house.” 


The drug that always fails 
is the drug that isn’t there 


Far-fetched? Perhaps, but there are those who would have us 
believe that our present system of drug distribution is inefficient 
and costly, and should be replaced by presumably more efficient 
and cheaper centralized or bureaucratic methods. Disregarding 
the probable political philosophy behind these suggestions, con- 
sider what a marvelously intricate and efficient system of drug 
distribution we have in this country. e From the laboratories 
of the manufacturers comes a steady stream of new and better 
drugs for your patients. Warehoused and stocked by drug whole- 
salers, these products are available in over 53,000 pharmacies 
scattered across the length and breadth of our land. And woe to 
the pharmacist who hasn’t been provided with yesterday’s 
laboratory discovery for your use in treating a patient today. e 
The economists speak of “utility of time” and “utility of place.” 
We simply say that you can confidently _7¥ mute rout 1 0 ye pfu 
prescribe what you choose, when it 18 Prefession. For additional information, please 


write Pharmaceutical Manufacturers Associa- 


needed, wherever your patient may be. tion, 1411 K Street, N.W., Washington 5, D.C. 
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Articles published in The Journal of the Oklahoma State Medical Association, July, 1935 


COUNTY 
Adair 
Alfalfa 
Atoka-Coal 
Beckham 
Blaine 
Bryan 
Caddo 
Canadian 
Carter 
Cherokee 
Choctaw 
Cleveland 
Coal (see Atoka) 
Comanche 
Cotton 
Craig 
Creek 
Custer 
Garfield 
Garvin 
Grady 
Grant 
Greer 
Harmon 
Haskell 
Hughes 
Jackson 
Jefferson 
Kay 
Kingfisher 
Kiowa 
Latimer 
LeFlore 
Lincoln 
Logan 
Marshall 
Mayes 
McClain 
McCurtain 
McIntosh 
Murray 
Muskogee 
Noble 
Nowata 
Okfuskee 
Oklahoma 
Okmulgee 
Osage 
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OFFICERS OF COUNTY SOCIETIES, 1935 


PRESIDENT 


. P. Bishop, Aline 
. D. Fulton, Atoka 
. J. DeVanney, Sayre 
. K. Cox, Watonga 
. G. Price, Durant 
Odis A. Cook, Apache 


QaAPwyaw 


R. C. Sullivan, Ardmore 
P. H. Medearis, Tahlequah 
W. N. John, Hugo 

Arthur Brake, Norman 


O. L. Parsons, Lawton 
M. A. Jones, Walters 
A. W. Herron, Vinita 
O. H. Cowart, Bristow 
J. T. Frizzell, Clinton 


E. F. Taylor, Maysville 

W. J. Blaze, Chickasha 

I. V. Harris, Medford 

E. L. Pearson, Mangum 
James E. Jones, Hollis 

J. C. Rumley, Stigler 

A. L. Davenport, Holdenville 
Jesse Bird, Eldorado 

C. M. Maupin, Waurika 

M. S. White, Blackwell 


J. W. Finch, Sentinel 


_W. M. Duff, Braden 
___.Ned Burleson, Prague 
. B. Gardner, Marshall 
F. Robinson, Madill 
. C. White, Adair 
. W. Slover, Blanchard 


F. E. Sadler, Sulphur 
J. G. Rafter, Muskogee 


J. P. Sudderth, Nowata 
_J. A. Kennedy, Okemah 
-Rex Bolend, Oklahoma City 
___J. A. Kilpatrick, Henryetta 


SECRETARY 

E. P. Green, Westville 
_L. T. Lancaster, Cherokee 
C. C. Gardner, Atoka 

_C. F. Jones, Erick 

T. A. Hill, Watonga 

_Jas. L, Shuler, Durant 

P. H. Anderson, Anadarko 


L. C. Veazey, Ardmore 

R. M. Williams, Tahlequah 
E. A. Johnson, Hugo 

J. L. Haddock, Jr., Norman 


E. P. Hathaway, Lawton 

Mollie F. Scism, Walters 

_F. T. Gastineau, Vinita 

J. Clay Williams, Bristow 

C. Doler, Clinton 

John R. Walker, Enid 

John R. Callaway, Pauls Valley 


_.Osear S. Pyle, Chickasha 


E, E. Lawson, Medford 
_J. B. Hollis, Mangum 
Russell H. Lynch, Hollis 

. K. Williams, McCurtain 
W. Diggs, Wetumka 
W. Mabry, Altus 

. B. Collins, Waurika 

M. Gordon, Ponca City 


VOR AZ 


J. P. Braun, Hobart 


Harrell Hardy, Poteau 
J. S. Rollins, Prague 
R. F. Ringrose, Guthrie 
J. H. Veasey, Madill 
_W. J. Whitaker, Pryor 
R. L. Royster, Purcell 


Howson Bailey, Sulphur 
S. D. Neely, Muskogee 


_H. M. Prentiss, Nowata 

C. M. Bloss, Okemah 

Bert F. Keltz, Oklahoma City 
M. B. Glismann, Okmulgee 

M. E. Rust, Pawhuska 
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Ottawa A. M. Cooter, Miami 
Pawnee -_R. L. Browning, Pawnee 
Payne __.......---...L. R. Wilhite, Perkins 
Pittsburg_____________.._..F. T. Bartheld, McAlester 
Pontotoc J. A. Rutledge, Ada 
Pottawatomie H. E. Hughes, Shawnee 
Pushmataha H. C. Johnson, Antlers 
Rogers F. A. Anderson, Claremore 
Seminole C. C. Whittle, Wewoka 
Stephens W. Z. McLain, Marlow 
Texas W. J. Risen, Hooker 
Tillman _ J. D. Osborn, Jr., Frederick 
Tulsa __.R, M. Shepard, Tulsa 
Wagoner __R. S. Bates, Wagoner 
Washington _J. G. Smith, Bartlesville 
Washita _Jas. F. McMurray, Sentinel 
Woods ___.I. F. Stephenson, Alva 
Woodward _____..D. W. Darwin, Woodward 





J. W. Craig, Miami 

E. W. Lehew, Pawnee 
John F. Martin, Stillwater 
L. C. Kuyrkendall, McAlester 
A. F, Dean, Ada 

H. G. Campbell, Shawnee 
E. S. Patterson, Antlers 
W. A. Howard, Chelsea 

_A. N. Deaton, Wewoka 

D. Long, Duncan 

R. B. Hayes, Guymon 

J. C. Reynolds, Frederick 
David V. Hudson, Tulsa 
John D. Leonard, Wagoner 
J. V. Athey, Bartlesville 
E. K. Copeland, Cordell 
O. E. Templin, Alva 

C. W. Tedrowe, Woodward 





NOTE: Corrections and additions to the above list will be cheerfully accepted. 


AUXILIARY NEWS 


(Continued from Page 552) 


and to promote acquaintanceship among doctors’ 
families so that closer fellowship may exist’.”’ 


Our own Oklahoma group was reorganized 
in 1926; but in actuality, for 38 years na- 
tionally, members of the A.M.A. auxiliary 
have been constantly and conscientiously 
striving toward extended fulfillment of these 
basic aims in the initial petition for organi- 
zation. 


From time to time we will further famili- 
arize readers with our National organiza- 
tion. Until that time, we urge you to start 
or to renew your subscription to The Bul- 
letin, storehouse of information for every 
Auxiliary member. (Have you read “The 
Doctor’s Wife as an Individual,” by Vincent 
P. Mahoney, M.D.— in the last issue?) Mrs. 
Lawrence Thompson, Jr., 4047 South Rich- 
mond, Tulsa, is State Bulletin Chairman, 
in case your group does not have a local 
chairman. While most auxiliaries have no 
summer meetings, local interest can still be 
maintained through cards, telephone calls, 
or word-of-mouth reminders of the impor- 
tance of our continued contributions to 
A.M.E.F. If you have no local chairman, 
send your memorials and contributions to 
Mrs. F. H. McGregor, 928 N.E. 15th, Okla- 
homa City. 
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IF | WERE 21 AGAIN 


(Continued from Page 533) 


The promissory notes and receipts were 
written from 1,000 to 1,500 years before the 
birth of Christ. Even then, human beings 
required permanent records to compel com- 
pliance with agreements or contracts. They 
are still needed in 1960. 


Therefore, I would, at my second 21, rely 
again for success upon the old and tested 
values of being honest, reliable, friendly, 
and true: 


Truth never dies, The ages come and go, 
The mountains wear away, the stars 
retire. 
Destruction lays earth’s mighty cities 
low; 
And empires, states and dynasties ex- 
pire; 
But caught and handed onward by the 
wise, 
Truth never dies. 


At 21 again, I would still stake my future 
on the philosophy of the Prophet Micah and 
the Master Teacher, respectively: “What 
doth the Lord require of thee, O man, ex- 
cept to do justly, to love mercy, and to walk 
humbly with thy God.” And, “He who would 
be greatest among you, let him be the ser- 
vant.” 


555 





eee eee = eee eee 


PFE Fie © CERT EES 4.5444 67156 44.9 


as. ese se 


PHYSICIAN PLACEMENT 


Dermatology 


Lealand L. Clark, M.D., 200 1st St., S.W., Rochester, 
Minnesota; age 28; married; Columbia University 
College Physicians and Surgeons 1956; Board eli- 
gible July 1960; Fellows’ Assoc., Mayo Foundation; 
Military service will be completed Sept. 1962; de- 
sires group or associate practice; available July 1960. 


Joseph William Pidgeon, M.D., 5333 Littlebow Road, 
Rolling Hills, California; age 41; married; George 
Washington University 1951; Board eligible June 
1960; Active Air Force Reserves; available July 1960. 


General Practice 


Johnny Bill Delashaw, U.S.P.H.S. Hospital, Wyman 
Park Drive and 31st Street, Baltimore 11, Maryland, 
age 27, married, University of Texas Medical Branch, 
1959, available July 1960. 


Robert Goodman, M.D., 63 Old Gate Lane, Powers 
Lake, North Dakota; age 56; married; University of 
Manitoba, 1930; no military obligations; available 
anytime 1960. 


John William Kennard, M.D., Blowing Rock Hospital, 
Blowing Rock, North Carolina; married; age 29; Bow- 
man Gray School of Medicine, 1956; veteran; avail- 
able August 29, 1960. 


Carle H. Schroff, M.D., 3811 State Line, Kansas City 
11, Missouri: Age 31; married; University of Kan- 
sas, 1959; veteran; available August, 1960. 


Internal Medicine 


Richard I. Hochman, M.D., 37, Badger Road, Annapolis, 
Maryland, 31, married, New York University, 1952, 
available October 1, 1960. 


Edward John Hertko, M.D., 2117 S. 3rd Ave., Maywood, 
Illinois; age 30; married; University of Illinois, 1954; 
no military obligations; available October 1960. 


Grant Gwinup, M.D., 1121 Maiden Lane, Ann Arbor, 
Michigan: Age 30; married; University of Colorado, 
1956; Board eligible; specialty, endocrinology; vet- 
eran; desires group practice or academic position; 
available July 1, 1960. 


Joseph Chester Maternowski, M.D., 319 Highlake, Ann 
Arbor, Michigan; age 35; married; St. Louis Uni- 
versity, 1953; eligible board of Internal Medicine & 
Allergy; veteran; specialty, Internal Medicine & 
Allergy; available July 1, 1960. 
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Thomas Turner Walton, Jr., M.D., 7375 Churchill, De- 
troit, Michigan: Age 29; married; Baylor College of 
Medicine, 1955; Board eligible; veteran; specialty, 
internal medicine; desires group or associate prac- 
tice; eligible, July 1961. 


Locum Tenens 


Harold W. Calhoon, M.D., Wesley Hospital, Oklahoma 
City. One year residency in Internal Medicine. Avail- 
able July 1 to September 15th, 1960. 


Arnold Giesbrecht, M.D., Hallock, Minnesota, age 34, 


married, graduate Winnipeg, Manitoba, 1957, pre- 
fers suburban or locality close to cities. 


James D. Green, M.D., second year resident in Internal 
Medicine at St. John’s Hospital, Tulsa, desires two 
weeks’ tenure between now and July 1. Write to St. 
John’s or call Riverside 3-3059. 


(Name on Request), O.U. graduate 1956; M.D. from 
Washington University School of Medicine 1959; de- 
sires locum tenen in the Tulsa area from July 1, 
1960 until middle of September, 1960. Address in- 
quiries to Key H, The Journal, Oklahoma State Med- 
ical Association, P.O. Box 9696, Oklahoma City, Okla- 
homa. 


Charles L. Maimbourg, M.D., Campus Apartments No. 
5, Elf Street, Durham, North Carolina; Oklahoma 
University School of Medicine 1958; desires General 
Practice and/or Anesthesia during first two or three 
weeks of July 1960. 


Russell M. Preston, M.D., 476 San Juan, Oak Harbor, 
Washington, desires six month’s work in General 
Practice between time of separation from military 
service to beginning of residency training, January- 
July, 1960. 


Obstetrics and Gynecology 


Edmond Michael Brophy, M.D., 1823 Portsmouth, West- 
chester Illinois; married; University of Illinois, 1946; 
Board eligible upon completion of practice require- 
ments; no military obligations; available July, 1960. 


William Edgar Carlisle, M.D., 634 E. Patton Ave., 
Montgomery, Alabama; age 29; married; Tulane 
University School of Medicine 1953; Jr. Fellow Ameri- 
can College of Ob-Gyn; interested in associate or 
group practice; available July 1960. 
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Joseph William Herbert, M.D., 2701 N. Azelea St., Vic- 
toria, Texas; age 40; married; Southwestern Medical 
School, 1945; Fellow American College of Ob-Gyn; 
desires associate or solo practice; no military obli- 
gations; available March 1960. 


David H. Holmes, M.D., 1017 Grovena Drive, St. Louis, 
Missouri, 37, married, Washington University, St. 
Louis, Veteran, available July 1, 1960. 


Gerald R. Keilson, M.D., Medical Arts Building, Dal- 
las, Texas, age 31, married, University of Texas, 
1953, board qualified, veteran, available in July 1960. 


Nejdat Mulla, M.D., 1110 Belmont Avenue, Youngs- 
town, Ohio, age 36, married, University of Geneva, 
Switzerland, 1952, American College of OB-GYN, not 
eligible military service, available July 1, 1960. 


Oklahoma physician; age 35; married; Medical Col- 
lege of Georgia, 1954; 3 years residency training 
Ob-Gyn; veteran; available in 30 days. Write Key 
“T’?, Oklahoma State Medical Association, P.O. Box 
9696, Shartel Station, Oklahoma City, Oklahoma. 


Juan C. Ruiz, M.D., 350 Park Ave., Lexington, Ken- 
tucky; age 36; married; University of San Marcos 
Medical School 1952; no military obligations; avail- 
able July 1, 1960. 


Robert B. Williams, M.D., 27 Normandy Road, Auburn- 
dale 66, Massachusetts; married; age 30; Tulane Uni- 
versity, 1955; board certified; available July 1, 1961. 


Pediatrics 


H. M. McClintock, M.D., 5712 St. John St., Kansas City, 
Missouri, 29, married, Baylor University, 1955, vet- 
eran, available December 1960. 


Ophthalmology 


Howard A. Dinsdale, M.D., 4624 Briarfield Road, Co- 
lumbia, South Carolina; age 29; married; University 
of Nebraska 1954; Board Certified; available October 
11, 1960. 


Ira H. Kaufman, 75 S. Middle Neck Road, Great Neck, 
New York; age 31; married; Cornell University 1953; 
Board certified; desires group or associate practice; 
available summer 1960. 


Orthopedics 
Newsom Stool, M.D., c/o Mayo Clinic, Rochester, Min- 
nesota; age 30; married; Baylor University 1953; 
Board eligible; available July 1960. 
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Radiology 


Wendell M. Burns, M.D., 1158 Belvoir Avenue, Dayton, 
Ohio: Age 34; married; University of Louisville, 
1954; Board Certified; veteran; available September 
1, 1960. 


Surgery 


(Name on Request) 32 years old, married, Tulane, 
1952, veteran, board eligible. 


Clarence I. Britt, M.D., 1650 Neil Avenue, Apt 15, Co- 
lumbus, Ohio; age 32; married; Ohio University Col- 
lege of Medicine, 1951; American Board of Surgery 
1959; eligible American Board of Thoracic Surgery, 
1960; inactive reserve; available July 1960. 


Delbert H. McGinnis, M.D., Box 75, Clinton-Sherman 
AFB, Oklahoma; age 28; married; end military obli- 
gation July 3, 1960; interested in general practice: 
available July 4, 1960. 


Duane M. Clement, M.D., 310 Bates, Boulder, Colorado; 
age 39; married; University of Michigan 1944; Board 
certified; member F. A. Coller Surgical Society; 
desires group or associate practice; available April 
1960. 


Alice F. Gambill, M.D., 1601 Clover Lane, Fort Worth, 
Texas; age 36; married; Oklahoma University School 
of Medicine 1949; member AAGP; desires general 
or group practice; available May 1960. 


Jack T. Rush, M.D., Colorado State Hospital, Pueblo, 
Colorado: Age 49; married; University of Colorado, 
1939; Board certified; veteran; available immedi- 
ately. 


Donal Wray Steph, M.D., 8519 Craighill, Dallas, Texas; 
age 30; married; Southwestern Medical School 1953; 
board eligible July 1960; available July 1960. 


Clinton K. Higgins, M.D., 215 Bacon Ave., Naval Base, 
Norfolk, Virginia; age 62; married; Washington Uni- 
versity 1927; Board Certified; desires administration, 
college health physician, group association; available 
May 1960. 


Urology 


Alex Grossman, M.D., V.A. Center, Temple, Texas, 
42, married, University of Texas, 1951, board certi- 
fied, veteran, available now. 


John A. Malley, M.D., 3404 Sheffield Ave., Los Angeles, 
California; age 32; married; Marquette University 
1955; Board certified; no military obligations; avail- 
able July 1, 1960. 
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MISCELLANEOUS ADVERTISEMENTS 


FOR LEASE OR RENT: Completely equipped for 
general practice, 3-room clinic, 26 S.W. 25th, Oklahoma 
City. Seven years old. Air conditioned, central heat. 
Will rent with or without furniture and equipment. 
Call CE 5-0725 or PE 2-1627, Oklahoma City. 


WANTED: Young General Practitioner, without mili- 
tary obligations, to become partner in established clinic 
and hospital practice. $1000.00 per month to start. 
Contact Neumann-Ottis Clinic, Okarche, Oklahoma. 


PHYSICIAN for Ramona, Oklahoma, growing ranch- 
farm community, over 1,000 trade area, 35 miles from 
Tulsa. Will build. Bring family, visit. Merle Smith, 
President, Ramona Medical Building. 


BOARD CERTIFIED or board eligible internist and 
pediatrician are needed for the Broadway Clinic, 
Shawnee, Oklahoma; $12,000 per year to start, with a 
future partnership available. Shawnee has a popula- 
tion of approximately 30,000, and is located within 40 
miles of Oklahoma City, and the University of Okla- 
homa Medical Center. The Clinic owns a 40-bed, 
modern, air-conditioned hospital which is located ad- 
jacent to the clinic building. 


WANTED: Internist to join old established group 
in town of 10,000 population in West Texas. Need not 
be Board certified but with adequate residency train- 
ing. Write Key A, THE JOURNAL, Oklahoma State 
Medical Association, P.O. Box 9696, Oklahoma City, 
Oklahoma. 


FOR RENT: Office space for two doctors. New air- 
conditioned clinic building. 1714 S. Midwest Blvd., 
Midwest City, Okla. Complete maintenance. Plenty 
of free parking for patients. Other two suites occupied 
by general practitioners. PE 2-4589. 


WANTED: Surgeon to join old established group 
in town of 10,000 population in West Texas. Need not 
be Board certified but with adequate residency train- 
ing. Write Key A, THE JOURNAL, Oklahoma State 
Medical Association, P.O. Box 9696, Oklahoma City, 
Oklahoma. 


FOR SALE OR LEASE: 100 foot corner. 3205 N.W. 
23rd St. Ideal for doctors’ office and clinic. Brick 
house, 11 rooms, one floor. Parking available for 50 
cars. Call WI 3-5797—if no answer write R. W. Gimpel, 
3144 N.W. 22nd St. 


FOR SALE: Examining room furniture and equip- 
ment. Call WI 6-1883, after 5:00 p.m. 
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Proceedings . . . 


(Continued from Page 546) 


The next resolution to be presented was prepared 
by the Pittsburg County Medical Society. 


Resolution Number 2 


Subject: Protest of Increase in First Class Postal 
Rates. 


WHEREAS, The Post Office Department of the United 
States has been operating with a deficit each year, 
and 


WHEREAS, The Administrative Department of our 
Government has made a request for increase in postal 
rates to help to offset this deficit, and 


WHEREAS, every physician in the State of Okla- 
homa and the United States is beseiged daily by from 
thirty to forty pieces of second, third and fourth class 
(throw-away) mail, consisting of advertising material 
published by various manufacturers, distributors and 
jobbers, and 


WHEREAS, this same condition exists not only with 
physicians, but with many other professions and _ busi- 
nesses, and 


WHEREAS, Since it is impossible for the recipients 
of this mail to survey and read this volume of mail, 
there is a great loss of raw material, time and effort 
of the physician and businessman and their employees, 
and a tremendous loss of time in handling this type of 
mail by the postal employees, and 


WHEREAS, Our Federal Government makes it pro- 
fitable for manufacturers and other businesses to pro- 
mote and provide extensive advertising material which 
is being carried through our mails at these sub-stand- 
ard rates by allowing them tremendous deductions 
from their gross income for advertising, and 


WHEREAS, By so doing, the Federal Government 
is subsidizing the advertising program of these busi- 
nesses by handling this product at a deficit to the Post 
Office Department, thus, the taxpayer himself is 
subsidizing this advertising program by having to pay 
the deficit in the Department caused by the handling 
of this material. 


BE IT FURTHER RESOLVED, That the Oklahoma 
State Medical Association urge an increase in postal 
rates on all sub-standard mail. In so doing, it will: 


1. Markedly increase the revenue of the Post Of- 
fice Department and conserve raw material; and 


2. Reduce the load carried by that Department, en- 
abling a reduction in employees required to handle 
this mail, thus reducing the payroll of the Post Office 
Department; and 


3. Increase income to the Federal Government by 
reducing substantial deductions allowed for advertis- 
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ing and increase corporate tax, which can then be used 
to pay for the remaining deficit in the Post Office 
Department, and 


BE IT FURTHER RESOLVED, That a copy of this 
Resolution be forwarded to the President of the United 
States, all members of Congress from Oklahoma, and 
to the appropriate committees in Congress. 


PITTSBURG COUNTY MEDICAL SOCIETY 
(Signed) C. K. Holland, M.D., President 
(Signed) H. C. Wheeler, M.D., Secretary-Treasurer 


Doctor Mohler reported that the Resolutions Com- 
mittee considered the resolution from the Pittsburg 
County Medical Society concerning increase in postal 
rates. After careful consideration it was the opinion 
of the committee that this resolution goes beyond the 
bounds of the Oklahoma State Medical Association and 
the committee does not feel that this subject is ger- 
mane to the Association and therefore recommends 
that it not be approved. This committee is in sym- 
pathy with the intent of the resolution but does sug- 
gest that this be an activity of the individual, and 
so moved. The motion was duly seconded and carried. 


The next resolution to be presented was prepared 
by the Oklahoma County Medical Society. 


Resolution Number 3 


Opposition to Compulsory Social Security for Phy- 
sicians. 


WHEREAS this county medical society and the Okla- 
homa State Medical Association repeatedly have op- 
posed compulsory inclusion of physicians under the 
Social Security system; and 


WHEREAS Secretary Fleming has seen fit to seek 
inclusion of physicians under the compulsory system 
while offering voluntary inclusion to the employees of 
non-profit organizations; and 


WHEREAS the misleading propaganda of the mys- 
teriously financed Physicians Forum fails to impress 
our members; now therefore be it 


RESOLVED that the Oklahoma County Medical So- 
ciety in regular session April 26, 1960, reiterates its 
opposition to any legislative proposal calling for the 
inclusion of physicians under compulsory Social Se- 
curity; and be it further 


RESOLVED that the delegates of this society to the 
Oklahoma State Medical Association call on the House 
of Delegates of that organization for a similar ex- 
pression; and be it 


RESOLVED that copies of this resolution be sent to 
our Congressmen, Secretary Arthur Fleming, Vice- 
President Richard Nixon, and Chairman Wilbur D. 
Mills of the House Ways and Means Committee. 


Doctor Mohler reported that the Resolutions Com- 
mittee endorses and recommends the resolution from 
Oklahoma County Medical Society concerning social 
security, and so moved. The motion was duly seconded 
and carried. 
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The next resolution to be presented was prepared by 
the Oklahoma County Medical Society. 


Resolution Number 4 
Opposition to Forand-Type Legislation 


WHEREAS, we are informed the Ways and Means 
Committee of the House of Representatives of the 
United States Congress has under study currently 
House Bill 4700, known as the Forand Bill, and 


WHEREAS, the Forand Bill or any similar type legis- 
lation, if enacted by the Congress of the United States, 
will create costlier and inferior health care for bene- 
ficiaries of Social Security, the purported recipients 
of benefits proved therein, and 


WHEREAS, the Forand Bill or similar legislation 
would be a major deviation from the cash-benefit con- 
cept of the Social Security system inasmuch as the 
Federal Government (1) would buy service rather than 
provide cash benefits, thereby covering millions of 
people with compulsory hospital and surgical insur- 
ance whether they want or need it, and (2) would cur- 
tail the right of citizens 65 years or older to spend 
their benefits as they want and need, and (3) would 
assume financial obligations with obvious inflationary 
effects and would hurt, not help, the aged who depend 
on pensions and other fixed income for security, and 


WHEREAS, the Forand Bill or similar legislation 
would send payroll taxes higher with continued re- 
duction in paychecks, and 


WHEREAS, the Forand Bill or similar legislation 
would restrict the aged in their choice of hospital and 
physician because only those physicians, hospitals and 
nursing homes entering into agreements with the Fed- 
eral Government would participate, and 


WHEREAS, the Forand Bill or similar legislation 
would not help the aged with the lowest incomes be- 
cause most of those on public assistance are not eli- 
gible for Social Security benefits, and 


WHEREAS, tremendous progress through expanded 
coverage and broader protection is being made avail- 
able currently through the numerous companies of 
the Health Insurance Association of America which 
reports that 60% of the Nation’s senior citizens who 
need and want health insurance will be covered by 
the end of 1960, 75% by 1965 and 90% by 1970, and 


WHEREAS, great progress is also being made in 
community care of the aged where it rightly belongs. 
Such care should not be the concern of the Federal 
Government which can give back only what it has 
already taken away from the people after the cus- 
tomary inflation producing federal handling, interest 
and debt producing costs are extracted, and 


WHEREAS, the Forand Bill or similar legislation 
is socialized medicine although temporarily limited in 
scope, and 


WHEREAS, the Forand Bill or similar legislation 
would severely handicap the professional relationship 
between the doctor of medicine and his patient, which 
is the basis of all effective health care; therefore 
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BE IT RESOLVED, that the members of the Okla- 
homa County Medical Society in regular meeting this 
26th day of April, 1960 affirm the above and state un- 
equivocally that we believe the Forand Bill or any 
similar type legislation is totally unacceptable because 
the Forand Bill or any similar type legislation would 
result in poor health care for citizens 65 years or older 
because medical care is not amenable to production 
line techniques and the medical needs of the aged 
are subject to numerous variations and any work- 
able system of care must be tailored to meet them. 


Doctor Mohler reported that the Resolutions Com- 
mittee considered the resolution from Oklahoma County 
Medical Society concerning Forand-type legislation. The 
committee was confronted with a situation that could 
not be resolved in the committee to the extent that the 
House of Delegates accepted the Council on Public Pol- 
icy report. In view of the fact that there is a difference 
in intent between the council report and the Resolu- 
tions Committee, it is the recommendation of the com- 
mittee that they adopt the resolution from Oklahoma 
County Medical Society concerning Forand-type legis- 
lation which will supercede any other action that the 
House of Delegates has taken with regard to council 
reports, and so moved. The motion was duly seconded 
and carried. 


The next resolution to be presented was prepared 
by the Tulsa County Medical Society. 


Resolution Number 5 


WHEREAS, the children and youth of the State of 
Oklahoma need proper facilities for the growth and 
development to full potential; 


WHEREAS, experts in the study of population trends 
and future educational needs have determined that 
state college enrollments will double by the year 1970; 


WHEREAS, the Mental Health authorities are faced 
with the ever increasing burden of providing facilities 
for care and treatment of mentally retarded, mul- 
tiple handicapped children; 


WHEREAS, the medical profession is routinely 
confronted with and recognizes the emergency arising 
from the serious lack of state facilities in these re- 
spects; 


WHEREAS, the Twenty-Seventh Legislature of the 
State of Oklahoma recognizing the need and respon- 
sibility for providing means to alleviate these condi- 
tions, did adopt House Joint Resolution Number 517, in 
order to refer to the people of this state a proposed 
amendment to ARTICLE X of the Constitution of Okla- 
homa, providing for an amendment to be known as 
Section 34 to be submitted to the people, authorizing 
the Legislature to enact laws whereby the State may 
become indebted in an amount not to exceed $35,500,000. 
To provide capital funds for the Institutions of Higher 
education of the State of Oklahoma, and provide funds 
to construct and equip a School and Hospital for men- 
tally retarded children in Northeastern Oklahoma; 


NOW, THEREFORE, BE IT RESOLVED, that the 
Oklahoma State Medical Association, at regular meet- 
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ing May 1, 1960, acknowledging and recognizing the 
necessity of enactment of such measures for the public 
good, hereby approves and urges adoption of the pro- 
posed Constitutional Amendment to be presented to the 
people as State Question Number 393 at the election 
to be held July 5, 1960. 


TULSA COUNTY MEDICAL SOCIETY 


Doctor Mohler reported that the Resolutions Com- 
mittee recommends disapproval of the Tulsa County 
Medical Society resolution on the basis that it encour- 
ages deficit spending. The committee is in sympathy 
with the improvement of mental health care and higher 
educational institutions, and so moved. The motion 
was duly seconded and passed. 


The next resolution to be presented was prepared 
by the Tulsa County Delegation. 


Resolution Number 6 


WHEREAS, It has become apparent that the medical 
doctors of America and their organizations are not 
exerting the effective influence on local, state and 
national political affairs which it is their right and 
obligation to exert, and 


WHEREAS, these problems—both of a medical na- 
ture and otherwise—are of vital concern to the nation 
and its citizens, requiring a concerted attempt at ef- 
fective solution, 


NOW THEREFORE, Be It Resolved That: The Okla- 
homa State Medical Association encourage its mem- 
bers to take a greater interest in public affairs, look- 
ing toward the ultimate goal of developing a practical 
political program consistent with the medical profes- 
sion’s role of leadership in the United States, and 


BE IT FURTHER RESOLVED: That the individual 
members of the Oklahoma State Medical Association, 
as private citizens, shall take a more active part in 
the local, state and national politics, endeavoring to 
select qualified candidates for office, regardless of 
party affiliation of such candidates; and that the in- 
dividual members of the Association shall work to- 
ward the creation of policies which shall preserve 
representative government, free enterprise, fiscal sol- 
vency and the integrity of the dollar, and 


BE IT FURTHER RESOLVED, That the component 
county medical societies of Oklahoma shall be encour- 
aged to prosecute this program on the local level, 
making the discussion of political topics a part of the 
agenda of each meeting, such subjects to be consid- 
ered on a par with other phases of business to be 
brought before the society, and 


BE IT FURTHER RESOLVED: That a resolution 
embodying the same general concepts be presented at 
the next regular meeting of the House of Delegates of 
the American Medical Association with the recommen- 
dation that it be favorably considered. 


Respectfully submitted by: 
Tulsa County Delegation 
Oklahoma State Medical Association 
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Doctor Mohler reported that the Resolutions Com- 
mittee recommends approval of the resolution as 
amended. Changing the word “politics” to “govern- 
ment,” and so moved. The motion was duly seconded 
and carried. 


The next resolution to be presented was prepared 
by the Comanche-Cotton County Medical Society. 


Resolution Number 7 


WHEREAS, the ‘““MEDICARE”’ program has been re- 
established; and 


WHEREAS, the Oklahoma State Medical Associa- 
tion has no part in the operation of this program 
having cancelled its contract; and 


WHEREAS, all questionable cases are being re- 
ferred to Washington for adjudication because there 
is no Adjudication Committee of the Oklahoma State 
Medical Association to assist the fiscal agent in pro- 
cessing claims filed by members of the Oklahoma 
State Medical Association; 


THEREFORE BE IT RESOLVED, that the Okla- 
homa State Medical Association re-negotiate its con- 
tract with the Federal Government in the operation of 
the MEDICARE PROGRAM and be it further resolved 
that the president of the Oklahoma State Medical As- 
sociation appoint a committee of Doctors practicing 
in Tulsa to serve on the Adjudication Committee to 
assist the fiscal agent in processing claims filed by 
members of the Oklahoma State Medical Association. 


Doctor Mohler reported that the Resolutions Com- 
mittee recommended disapproval, and so moved. The 
motion was duly seconded and carried. 


The next resolution to be presented was prepared 
by the Kay-Noble County Medical Society. 


Resolution Number 8 


WHEREAS, The School of Medicine, of the Univer- 
sity of Oklahoma has need for scholarships for first 
and second year medical students if it is to be equal 
to other recognized medical schools; and 


WHEREAS, There are some scholarships and loan 
funds available for third and fourth year students; 
and 


WHEREAS, Some first and second year students 
who are needy, qualified and have the ability to make 
good doctors have difficulty in attending medical 
school; and 


WHEREAS, the Kay-Noble County Medical Society 
desires to bring this matter to the attention of the 
House of Delegates of the Oklahoma State Medical 
Association at the annual 1960 meeting; 


NOW THEREFORE BE IT RESOLVED, By unani- 
mous consent and vote of the Kay-Noble County Medi- 
cal Society at its regular meeting on this 12th day of 
\pril, 1960, that the House of Delegates of the Okla- 
homa State Medical Association, at its annual meet- 
ing for 1960 have requested to raise the dues of mem- 
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bers $2.00 per year and that the funds raised by the 
increase in dues be allocated and designated as an 
annual scholarship fund for the first and second year 
students for the School of Medicine, University of 
Oklahoma. 


BE IT FURTHER RESOLVED, That the House of 
Delegates be requested to provide rules and regula- 
tions for granting scholarships and that such rules 
place emphasis on need, qualifications and ability but 
that the primary emphasis be placed upon need of 
qualified applicants and students. 


BE IT FURTHER RESOLVED, That the House of 
Delegates require that any scholarship granted shall 
be granted only to bonafide Oklahoma residents; that 
the fund be controlled and that scholarships be grant- 
ed under the joint control and supervision of the Ex- 
ecutive Council of the Oklahoma State Medical Associa- 
tion and the School of Medicine of the University of 
Oklahoma. 


BE IT FURTHER RESOLVED, That the House of 
Delegates cause rules and regulations to be made 
which will allow one scholarship per year to one stu- 
dent per year based solely upon scholarship and ability 
if the Executive Council and the officers of the School 
of Medicine deem the individual to be exceptional and 
worthy; that if during any year the scholarships are 
not taken up by needy and qualified students the rules 
and regulations may allow the scholarships to be grant- 
ed based upon scholarship and ability alone. 


BE IT FURTHER RESOLVED, That the rules allow 
the Executive Council and officials of the School of 
Medicine to determine the allocation of scholarships 
between first and second year students. 


BE IT FURTHER RESOLVED, That this resolution 
be presented to the House of Delegates of the Okla- 
homa State Medical Association at the annual 1960 
meeting. 


Passed by unanimous vote, this 12th day of April, 
1960. 


KAY-NOBLE COUNTY MEDICAL SOCIETY 
By V. C. Merrifield, M.D., President 
Attest: 


Robert F. Morgan, M.D., Secretary 


Doctor Mohler reported that the Resolutions Com- 
mittee recommended disapproval of the resolution and 
submitted a substitute resolution to the effect that 
the subject of scholarship and loan funds for the first 
and second year medical students be referred to the 
Council on Professional Education for study and make 
a positive recommendation back to the House of Dele- 
gates at its next meeting, and so moved. The motion 
was duly seconded and passed. 


Doctor W. G. Chestnut of Miami offered an additional 
resolution that the Craig-Ottawa County Medical So- 
ciety be known as the Craig-Delaware-Ottawa County 
Medical Society contingent upon application for amal- 
gamation from each county involved, and so moved. 
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The motion was duly seconded and carried. 


Doctor Gallaher announced that the next order of 
business would be the election of officers, and he 
asked Doctor Alfred T. Baker to conduct the election. 


Doctor Gallaher then announced the names of the 
Tellers: Thomas E. Rhea, M.D., Idabel; Virgil Ray 
Forester, M.D., Oklahoma City; and Ollie McBride, 
M.D., Ada. 


The first office to be filled was that of President- 
Elect. Doctor Clinton Gallaher was nominated in 
the opening session. Doctor Baker called for further 
nominations. Subsequently, a motion was made that 
nominations cease and Doctor Gallaher be elected by 
acclamation. The motion was duly seconded and 
carried. 


The next office to be elected was that of Vice- 
President. Doctor J. Hoyle Carlock with nominated 
in the opening session. Doctor Baker called for fur- 
ther nominations. Subsequently, a motion was made 
that the nominations cease and Doctor Carlock be 
elected by acclamation. The motion was duly second- 
ed and carried. 


Wilkie D. Hoover, M.D., of Tulsa, was re-elected to 
the office of Delegate to the American Medical Asso- 
ciation, in the same manner as was Joe L. Duer, M.D., 
Woodward, for the office of Alternate Delegate to the 
American Medical Association. 


The next office to be elected was that of Secre- 
tary-Treasurer. Doctor Johnny A. Blue, of Okla- 
homa City, was nominated in the opening session. 
Doctor Baker called for additional nominations and 
Doctor Charles E. Wilbanks of Tulsa nominated Doc- 
tor Mark R. Johnson of Oklahoma City. A motion 
was made that nominations case. The motion was 
econded and upon being put to vote, the motion car- 
ried, and the nominations were closed. 


Doctor Baker announced that the vote for Secretary- 
Treasurer would be by ballot, and requested that the 
Tellers come forward. 


Following the voting and the tabulating thereof, the 
Chair advised that Mark R. Johnson, M.D., Okla- 
homa City, was elected to the office of Secretary- 
Treasurer of the Oklahoma State Medical Association. 


The next office to be elected was that of Speaker 
of the House. Marshall O. Hart, M.D., of Tulsa, 
was nominated in the opening session. Doctor Baker 


called for further nominations. Subsequently, a mo- 
tion was made that the nominations case and Doctor 
Hart be elected by acclamation. The motion was duly 
seconded and carried. 


The final office to be elected was that of Vice 
Speaker of the House. C. M. Hodgson, M.D., of King- 
fisher was nominated in the opening session. Doctor 
Baker called for further nominations. Subsequently a 
motion was made that the nominations cease and 
Doctor Hodgon be elected by acclamation. The mo- 
tion was duly seconded and carried. 


The next order of business was the election of Coun- 
cilors for Districts Number 2, 5, 8, 11, and 14. The 
Speaker pointed out that Ennis M. Gullatt, M.D., of 
Ada, from District No. 12, had been nominated to 
fill the unexpired term of William T. Gill, M.D., of 
Ada, until 1961; and that it would be necessary for 
District Number 3, to nominate a Councilor to fill 
the vacancy created by the election of C. M. Hodgson, 
M.D., to the office of Vice-Speaker of the House. James 
Petty, M.D., of Guthrie, was nominated. 


This completed the nomination of Councilors. The 
following Councilors were elected by acclamation: 
DISTRICT No. 2. A. M. Evans, M.D. Perry 
G. B. Gathers, Jr., M.D., Still- 
water 


DISTRICT No. James Petty, M.D., Guthrie 


DISTRICT No. Ross Deputy, M.D., Clinton 


C. Riley Strong, M.D., El Reno 


Wendell Smith, M.D., Tulsa 
Earl M. Lusk, M.D., Tulsa 


DISTRICT No. 


DISTRICT No. W. A. Hyde, M.D., Durant 


Thomas E. Rhea, M.D., Idabel 


DISTRICT No. Ennis M. Gullatt, M.D., Ada 


DISTRICT No. 14. J. B. Hollis, M.D., Mangum 
R. R. Hannas, M.D., Sentinel 


Doctor Gallaher asked the new officers to come to 
the front for introduction. 


Doctor Gallaher then asked Doctor Marshall 0. Hart 
to come to the podium and thereupon presented him 
with the gavel of the Speaker of the House. 

The meeting of the House of Delegates was declared 
adjourne:: at 6:25 p.m. 

Reported by Doris Lee George 
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